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RADICAL SURGICAL TREATMENT 
OF BREAST CANCER 


JerRoME A. Ursan, M. D. 
New York, N. Y. 


y talk today will go along the same 
lines as Dr. Parker has brought out in 
his talk on cancer of the lung; essen- 

tially, that without early diagnosis and early 
detection, surgery or whatever local therapy 
might be contemplated, is usually not very 
effective. We believe firmly that in breast can- 
cer particularly, a combination of early diag- 
nosis and early, more thorough treatment, will 
increase the salvage rate. 

In this first slide, as you see, the 5-year sal- 
vage rate in most of the clinics in the country 
is about 55 per cent with primary operable 
breast cancer treated by radical mastectomy 
and supplementary x-ray therapy. Now, that 
is twice the salvage rate that Halstead first 
reported in 1907. And the main reason for the 
improvement is that we are getting earlier 
cases and treating them before they have 
systemic disease. We are doing essentially the 
same operation. As you see, we have a fairly 
good salvage rate, but in 10 years this drops 
to about a third of the original number 
treated, 

Now you don't get this kind of salvage rate 
with this sort of so-called radical. We get pa- 
tients like the one in this slide at Memorial, 
and I am sure you do down here, who are sent 
in for x-ray therapy with a note saying the pa- 
tient had a radical mastectomy and actually 
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they haven't even had an adequate simple 
mastectomy. This is a sad operation with thick 
laps, no axillary dissection, a local recurrence 
in the incision, and is certainly to be con- 
demned. 

The patient shown in this slide has more like 
what we would represent as a typical post- 
radical condition, with thin flaps, careful axil- 
lary dissection, with the vessels apparent be- 
neath the skin in the axillae. This is the sort 
of operation that you must do if you would 
anticipate a 55 per cent salvage in the average 
operable breast cancer. 

I think everyone is in agreement that the 
one factor which influences your salvage rate 
most is the extent of disease at the time you 
operate on a patient. And this slide shows it 
pretty clearly. The salvage rate drops as the 
disease extends from the breast to the lower 
axilla, mid-axilla, and apex. It is just what you 
would expect. This indicates to me that we 
have to strive constantly to pick up the early 
cases. It is not easy to pick up the early case. 
We have to suspect every mass in the breast 
until we prove it is not carcinoma. 

We were interested in checking up on our 
diagnostic acumen and were very sad to find 
that we didn’t have any great degree of it. 
When we checked over 1500 patients who 
were sent into the hospital for a local excision 
with a benign or undetermined clinical diag- 
nosis, eleven per cent of these patients proved 
to have carcinoma. But, actually, this is the 








only way to pick up the early breast cancer. 
In its early stage, breast cancer doesn’t have 
the pathognomonic signs usually attributed to 
it, such as skin dimpling, nodes in the axilla, 
nipple retraction, etc. It is just a little thicken- 
ing or a mass in the breast. If you have a 
lesion that doesn’t go away after a menstrual 
period, regardless of how benign you think it 
is, it is a good idea to take it out. 

Now here are two illustrations of how mis- 
leading the clinical appearance can be. Here 
is an intraductile papiloma protruding through 
a duct opening in the nipple. Here is another 
one that looks very much like it but which is 
Paget's disease. 

This is a pretty typical eczema and the next, 
also, looks pretty typical for eczema. This is 
Paget's disease as well. You simply cannot 
diagnose the early case without biopsy. 

Anyone who sticks his neck out and prides 
himself on his diagnostic ability regarding 
breast cancer is a darned fool. He can pick up 
the late cases, but anybody can do that. The 
early cases cannot be detected without biopsy. 

Now, can you really prove that these early 
cases are more salvageable? I think one can. 
Here are 800 cases which were treated by 
radical mastectomy. We divided them into 2 
groups, the one group which was diagnosed 
clinically as having carcinoma, and the other 
group which we thought were benign in which 
we did local excisions, and found cancer. As 
you see, in the first group our 5-year salvage 
was 49 per cent and in the group which we 
thought was benign, but had cancer, and in 
which we did a radical, it was 74 per cent, 
which is about what we can anticipate if we 
pick up the early cases. If you look at the 5- 
year “free of disease” figures, the difference is 
even more striking: 42 per cent, and 69 per 
cent. We do not include in this last category 
7 cases of non-infiltrating carcinoma since they 
are really “pathological” cancers and not clini- 
cal cancers. We had 100 per cent 5-year sal- 
vage in those patients. Now, it would be ideal 
to find breast cancers at this stage, but it is 
just impossible to pick them up except ac- 
cidentally. As far as I am concerned, the most 
important factor in increasing our salvage rate 
in breast cancer is to get the lesions early, It 
isn’t easy to find them early, you must do a lot 


of local excisions in order to pick up the few 
cases that will appear as benign lesions but 
which are really early cancers. 

Even though we like to get the early cases, 
I don’t think we can neglect the locally ad- 
vanced case. Some individuals would consider 
the lesion in this slide inoperable because it 
shows ulceration, edema of the breast, and 
large nodes in the axilla. On x-ray survey of 
this patient, there was no evidence of sys- 
temic metastases. The neck was clear. We did 
a radical mastectomy, after examining this 
lesion by aspiration biopsy. This patient 
(slide) was operated on 9 years ago, and she 
is free of disease at present. She proved to 
have a large adenocarcinoma with inflam- 
matory node enlargement in the axilla—all the 
nodes were negative inflammatory nodes. But, 
she fits in the classification of so-called cate- 
gorically inoperable carcinoma of the breast 
according to some people. I believe that if 
there is no evidence of distant metastases and 
one can remove the disease locally, it is worth 
while doing it. 

During the last 10 years there have been 
several schools of thought developing as to 
how we can improve on the radical mas- 
tectomy procedure. And the background of 
each is based on the natural history of breast 
cancer. I think everyone agrees that in the 
early stages breast cancer spreads locally in 
the breast and it spreads through the lympha- 
tic vessels to the axillary nodes, also to the 
internal mammary nodes, and both of these 
funnel up to the base of the neck where the 
lymphatic vessels empty into the veins behind 
the head of the clavicle, so that you don’t have 
very far to go from the primary breast lesion 
before the lymphatic drainage extends directly 
into the blood stream and becomes systemic. 
And of course there are a number of patients 
who have hematogenous spread of cancer cells 
during most of the course of their cancer 
history. Apparently, large numbers of those 
emboli do not “take”, fortunately, so that the 
picture is not as black as it seems when you 
hear about the frequency of blood-borne 
metastases. The two avenues of spread that 
are amenable to surgical and x-ray attack are 
through the axillary nodes and the internal 
mammary nodes. The base of the neck is a 





158 Tue JouRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








secondary drainage depot, and usually when 
you feel a node in the base of the neck that 
is metastatic, you already have systemic dis- 
ease. On this basis, opposite conclusions have 
been reached, McWhirter in Edinburgh be- 
lieves that if you have disease in the axilla 
there is no sense in doing an axillary dissection 
because you probably have disease in the in- 
ternal mammary chain and neck as well. He 
advocates doing a simple excision of the tumor 
and then radiating this entire area with deep 
x-ray therapy to control the disease. On the 
other side, Wangensteen goes whole hog and 
not only cleans out the axilla and the internal 
mammary chain (he used to do the opposite 
internal mammary chain) but also the nodes 
in the base of the neck and the nodes about 
the hilum of the lung. I think that is a little 
too much. 

Our own feeling on the matter is between 
these two extremes. We feel that one can re- 
move the primary tumor and both of its 
primary lymph glands depots en bloc, and that 
is what we do. We apply the same attitude to 
the internal mammary chain as we do to the 
axillary chain. We don’t make a biopsy of the 
axillary nodes when we do a radical, likewise 
we don’t make a biopsy of the internal mam- 
mary nodes; we take them out where we sus- 
pect that we might have early disease in the 
nodes and where we feel the patient does not 
yet have systemic disease. 

I am pretty convinced that McWhirter’s 
technique is a step backward from the radical 
mastectomy procedure, and I think these 
figures are pretty conclusive. 
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Just look at the slide—these are the 5-year 
salvage figures for all primary cases seen in 
MeWhirter’s clinic in 1947. This excludes only 
patients who were treated before they came 
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to his clinic. And the second column is all the 
primary cases seen at the Memorial Hospital 
clinic who have had no previous therapy. 
These are comparable. They include in- 
operable, borderline, and operable material. 
His salvage rate in this group is 41 per cent. 
At a later date he reported 42 per cent. Our 
salvage rate with radical mastectomy is 49- 
plus per cent, about 7 per cent difference. The 
difference is actually somewhat greater since 
he had 100 per cent follow-up and we had 3 
per cent lost to follow-up, all of whom were 
considered dead of disease. It is strange that 
in some of his papers he mentions the fact 
that radical mastectomy theoretically should 
be about 7 per cent better than simple, and it 
is. When you go further down and consider 
the primary operable cases, again you see 
about 8 per cent difference in favor of radical 
mastectomy. 

I feel that McWhirter’s technique is in- 
dicated only very special circum- 
stances, such as with a very poor risk patient, 
where you are justified in doing only a simple 
mastectomy and following with x-ray therapy. 
I think the only thing that McWhirter has 
proven is that if you have a carcinoma of the 
breast and you treat it with simple mastectomy 
and x-ray therapy you can salvage a fair num- 
ber of patients. It is not better than a radica!— 
it is not as good as a radical mastectomy. 


under 


We have been particularly interested in the 
internal mammary chain spread of breast can- 
cer, and this is some of the statistical back- 
ground. Handley in England surveyed 150 
cases at the time of radical mastectomy, did 
biopsy on the internal mammary nodes and 
found that roughly one third of the patients 
had positive internal mammary nodes—that is 
49 out of 150—and almost two thirds had 
positive axillary nodes. Internal mammary 
node metastasis is not a rare occurrence, it is 
quite frequent. About half the patients with 
axillary disease have internal mammary dis- 





ease. 

Dahl-Iversen in Copenhagen showed in 100 
very early clinically operable breast cancers 
the following involvement in the node de- 
pots; 4] per cent in the axilla, 17 per cent in 
the internal mammary; 3 per cent in the supra- 
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clavicular nodes. I think that the important 
thing is that when the axilla is negative you 
very rarely find anything in the neck, whereas 
he had 8 patients out of 100 with positive in- 
ternal mammary nodes only. This would again 
indicate that it is worth while treating the 
internal mammary area aggressively, by sur- 
gical excision, if possible. 

This slide is some more of Dahl-Iversen’s 
work showing a plotting of the position of the 
internal mammary nodes in about 43 odd 
cases. As you see, they extend roughly from 
about the costochondral junction to just under 
the edge of the sternum. The dotted area is 
the area we resect in doing an en bloc excision 
of this node depot together with radical mas- 
tectomy. 

Here again is our anatomical basis for doing 
this procedure, showing the lymphatic vessels 
draining into the axillary nodes, also draining 
independently into the internal mammary 
nodes; the major drainage then extends up to 
the base of the neck from both these areas into 
the scalene nodes and also into the major 
blood vessels. Occasionally you get lymphatic 
drainage which extends from the internal 
mammary nodes downward directly into the 
liver. 

I will go over these slides very briefly—for 
the technique of doing this, we maintain all 
the essential features of the radical mas- 
tectomy, wide skin excision, thin flaps, careful 
axillary dissection, and to that we add the 
en bloc excision of this portion of the chest 
wall, still in continuity with the overlying 
breast and pectoralis major muscle. This shows 
the flaps developed, the pectoralis major split 
between its clavicular and sternal heads, ex- 
posing the arch of the manubrium and the first 
rib. We then clear off the anterior surface of 
the sternum, peel off the rectus sheath up to 
the sixth rib and cut through the rectus muscle, 
exposing the sixth rib and then we excise this 
area of the chest wall. We first open the chest 
wall about 2 inches from the midline in the 
first interspace. Before going any further, we 
explore the base of the neck digitally, and in 
4 patients out of 300 we found metastatic 
nodes either in the base of the neck or deep in 
the mediastinum, which were not palpable or 
visible by any other means. In these cases we 
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examined these nodes, found carcinoma, and 
closed the chest. We considered these patients 
inoperable, and did a palliative mastectomy 
on them, and then gave them extensive deep 
x-ray therapy to the mediastinum and base of 
the neck. But, if the base of the neck seems 
clear and the deep mediastinum looks all right, 
we go ahead, open the chest here, cut the soft 
parts from the under surface of the first rib 
and the arch of the manubrium, isolate the 
internal mammary vessels, tie them off as high 
as we can under the arch of the manubrium; 
do the same thing down here, go through the 
parietal pleura. Then with a sternal knife we 
split the sternum and develop a trapdoor in the 
chest, with the perforating vessels still in con- 
tact and in continuity with the internal mam- 
mary vessels. Then we run a finger beneath 
the pectoralis major muscle lateral to its in- 
sertion, which corresponds approximately to 
the parasternal area of the chest. With sharp, 
heavy shears we cut through the ribs and soft 
parts underneath here, and lay this trapdoor 
out on the chest wall, still in contact with the 
overlying breast and pectoral muscles and with 
all the perforating vessels extending into the 
internal mammaries intact. 

Another slide shows the defect in the chest 
wall with the trapdoor laid out, still covered 
with parietal pleura. Most of the nodes lie next 
to the sternum and out here. Next, we repair 
the defect in the chest wall with a fascia lata 
graft before working in the axilla. 

We usually suture the mediastinal pleura to 
the edge of the sternum in order to close the 
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mediastinum from the chest cavity, and then 
we suture a fascia lata autogenous graft flush 
on the outer surface of the chest wall. In 50 
cases we have used homografts of fascia lata 
which we obtained from the Navy Tissue Bank 
in Bethesda, and they are just as good, as far 
as we are concerned, as autogenous grafts for 
this purpose, and they are a lot more con- 
venient. We always drain the chest with an 
underwater catheter for two days. 

Then, after closing this area and approximat- 
ing the edge of the fascia with a continuous 
catgut suture onto the chest wall, we complete 
the radical mastectomy by cutting off the 
pectoralis major from its attachment on the 
humerus, then the minor from the coracoid, 
and clean the axilla from above downward and 
lateralward. In order to facilitate primary 
closures of these wounds we frequently, in 
fact almost always, free the breast on the op- 
posite side from its parasternal attachment 
to the sternum and underlying muscle. This 
mobilizes the medial flap and enables one to 
obtain primary closure. 

In closing these cases we try to insure heal- 
ing over the fascia graft by putting buried 
stay sutures over the sternum and through 
and through stay sutures in our flaps on the 
other side of the incision in order to remove 
tension from the suture line and also to hold 
the flaps against the chest wall and minimize 
fluid collection. We use two Penrose drains 
under the flaps and an underwater catheter in 
the chest. This diagram shows the relationship 
between the primary tumor and the lymph 
nodes in the internal mammary chain and the 
axilla, in a specimen we resected from a pa- 
tient. You can do a better en bloc excision here 
with the internal mammary nodes because you 
sacrifice the accompanying vessels than you 
can in the axilla. 

This slide shows a typical case with a 1 cm. 
lesion under the upper outer portion of the 
areola. You see there is some deformity of the 
nipple, but that is all that is visible. The axilla 
seemed clear but we decided to do an internal 
mammary section on the patient because in 
previous studies, going over 1000 operable 
cases in which we divided the breast in the 
varied quadrants and calculated the 5-year sal- 
vage rate, we found that the worst salvage 
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rates when axillary nodes were involved were 
the parasternal areas and the subareolas areas. 
Strangely enough, when the axilla is negative 
the subareolas area lesion has the best prog- 
nosis. But when axillae are involved it seems 
that you either get all nodes negative or both 
areas—internal mammary and axilla—involved 
together. With this clinical setup we elected 
to do this procedure. 

This slide shows the operative specimen with 
a fairly good skin excision, a small hematoma 
in the specimen from the aspiration biopsy. 
And this is the undersurface of the specimen 
showing the portion of the chest wall which 
was resected. This is second,third, fourth, and 
fifth ribs, and sternum. The pathologist has 
already stripped off the soft parts and the in- 
ternal mammary vessels but it gives a good 
idea of the extent of the chest wall excised. 

And this is the patient post-op. Now this is 
a very nice patient as far as we are concerned, 
because she had only one positive node in the 
axilla and one positive node in the internal 
mammary chain. The axillary node was 8 mm., 
the internal mammary node only about 3 mm. 
in diameter. She had no x-ray therapy and is 
now 6 years free of disease. This is the sort of 
case we like to pick up and subject to this 
procedure. 

Now I will just go over a few illustrations 
showing the operative field in several patients 
and give you our clinical findings and our re- 
sults. This is the operative field just before 
closure, showing the fascia lata graft flush 
with the outer surface of the chest wall, sewed 
in very tautly, like a drum head. You can see 
the axillary vessels here, the long thoracic 
nerve preserved here, and fairly thin flaps 
here. This is the chest wall resection from this 
previous case showing very massive node in- 
volvement, between the internal mammary 
vessel and the sternum. One little node out 
here, and one here, but the big ones in here 
next to the sternum, really much greater in- 
volvement than we like to see. 

And here is the same patient after this type 
closure. We used to put the fascia inside the 
chest wall, but now we put it flush on the out- 
side and get less deformity. A lot of these pa- 
tients appear like a conventional radical mas- 
tectomy. 
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We have done 290 cases using this type pro- 
cedure, and we have our clinical data broken 
down for the first 270 cases. There are several 
points of interest here. Roughly half the pa- 
tients had positive axillary nodes and 35 per 
cent had positive internal mammary nodes. 
Fifteen per cent of our cases in whom the 
axilla were clear showed internal mammary 
disease, 

Now, we told you that the sectors A, C, and 
E, the parasternal and subareolar, did very 
poorly when the axillary nodes were involved. 
And sector A does very poorly whether the 
axilla is involved or not. You can see in sector 
A we have a higher involvement of internal 
mammary nodes than of axillary nodes—25 
positive internal mammary nodes and 23 posi- 
tive axillary nodes out of 63 cases. Now in 
sector E we didn’t have any patients with 
only internal mammary involvement, but when 
the axilla was involved, 10 out of 17 cases had 
internal mammary involvement. Now I think 
that is probably one of the explanations as to 
why these subareolar lesions do so poorly when 
the axilla is involved. As you go out laterally 
your take of internal mammary nodes drops 
gradually and consistently, but not markedly. 
At first we used to concentrate on parasternal 
lesions and subareolar lesions. Then we did 
sectors B and D, and now we are doing lesions 
within 1 or 2 inches of the midline, but lateral 
to the midline, and we are still finding internal 
mammary disease. So, it is pretty hard to esti- 
mate just when to do this procedure rather 
than do a straight radical. If you have a good 
healthy individual with an inner quadrant 
lesion or subareolar lesion, this is a good pro- 
cedure to do. If it is a little tiny lesion out in 
the tail of the breast with a clear axilla it is 
probably not necessary. The in-between group 
is difficult to determine. 

This is a breakdown in which we divided 
the breast through the center from 12 to 6 
o'clock and placed the lesions on either side, 
according to where the major portion of the 
presented, and this is somewhat 
weighted, I believe, because most of our 
lateral lesions were close to the midline. Here 
you see, when the axillary nodes are positive, 
60 per cent of the inner lesions had positive 
internal mammary nodes and 50 per cent of 
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the lateral lesions. Actually, if we included all 
of the lateral lesions it would probably drop 
to about 30 per cent or so. When the axilla was 
negative, here again there was a drop from 
medial to lateral. And here again these lateral 
lesions are close to the midline. 

The internal mammary nodes between the 
internal mammary vessels and the sternum are 
more frequently involved than the lateral 
nodes. Not a great deal of difference. 

This is encouraging in that it shows the high- 
est involvement of the interspace levels is the 
second interspace, then the third, and then the 
first. We don't like to see it in the first inter- 
space, it is just like finding a metastatic node 
in the apex of the axilla. 

Most of the primary lesions are medial. Now, 
it is all very well to take nodes out of here, but 
can we salvage these patients when they have 
disease in the internal mammary nodes? You 
can salvage about a third of the patients who 
have positive internal mammary nodes at the 
5-year mark. 

Here are 22 patients with positive internal 
mammary nodes, 19 of them had axillary node 
involvement, as well, and in this latter group 
we have 8 free of disease at 5 years, and 2 
living with disease, so we have 10 surviving 5 
years. This is about 35 per cent free of disease 
and about 45 per cent surviving 5 years. In 
this group we did not have very early material 
—56 per cent axillary involvement, 40 per cent 
internal mammary involvement, and our 5 
year salvage rate clinically free of disease is 
60 per cent! excellent for this material. If we 
had projected these cases on our chart of 1000 
cases which we treated with straight radical 
mastectomy and x-ray therapy—according to 
the location of the tumor in the breast and 
whether the axilla was involved or not—we 
would anticipate a 5-year salvage rate clinically 
free of disease of 49.5 per cent. We have in- 
creased the salvage by about 11 per cent. If 
we had lost 6 of these 8 patients with internal 
mammary involvement, we would have the 
same figure. These 6 patients probably repre- 
sent the real increased salvage that we have 
obtained with this procedure. 

In a breakdown of 20 patients with positive 
internal mammary nodes, (this is from an 
earlier group), we found that 10 of these pa- 
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tients had positive nodes in the apex of the 
axilla or in the first interspace, right on the 
edge of our dissection. All of these patients 
received post-operative x-ray therapy to the 
base of the neck, 2 of them are free of disease 
and 2 are living with disease. On the other 
hand, we had 10 patients who had positive 
internal mammary nodes where the first inter- 
space was clear and the apex of the axilla was 
clear—we gave them no x-ray therapy and we 
have 50 per cent salvage (5-year salvage rate ) 
free of disease in this group. It is the same 
story again. If we get these lesions early 
enough and do a more radical operation, we 
are going to salvage more patients. If we get 
them late, it doesn’t make much difference how 
we treat them. 

This is a breakdown showing the spread of 
disease in the first 7 patients with positive in- 
ternal mammary nodes who are free of dis- 
ease 5 years post-op. As you see only 2 of these 


The Suppressive and Prophylactic Effects of Puro- 
mycin Against Intestinal Protozoa. Martin D. Young, 
M. D. and Joe E. Freed, M. D. (Columbia) Am. J. 
Trop. Med. and Hyg. 6:808 (Sept. 1957) 

The suppressive and prophylactic action of puro- 
mycin was tested on patients of a mental hospital who 
were exposed to a high rate of infection with in- 
testinal protozoa. In an exposed group of cases re- 
ceiving 100 mg. of the drug daily for 10 days, about 
half the amebic infections were cured and most of the 
rest were suppressed. Weekly administration of as 
much as 500 mg. for five weeks effected few cures 
and failed to prevent new infections. 

A group of patients on a heavily infected ward were 
then cleared of protozoa with one gram of puromycin 
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patients had x-ray therapy and one patient 
who was really loaded with disease locally also 
had surgical castration. She was only 32 years 
old. This woman had a positive node which 
we pulled out from under the first rib, and also 
had positive nodes at all levels in the axilla, 
but she is now free of disease. All the other 
patients had no x-ray therapy. You see the 
majority that were salvaged had involvement 
of the lower axilla, less involvement of the mid- 
axilla, and only one of them had apical axillary 
involvement. Likewise, in the internal mam- 
mary chain, when the second and third inter- 
spaces are involved, you get a good salvage 
rate, but when the first interspace is involved 
the patient is more likely to already have sys- 
temic spread. 

Once again, our data emphasize the im- 
portance of getting these things as early as we 
can and treating them aggressively. 


daily for four days, and about half of these were con- 
tinued on a prophylactic regimen of 250 mg. thrice 
weekly for six weeks. The unprotected group began 
to acquire infections during the fourth week after 
cessation of treatment, while the rest remained un- 
infected throughout the six weeks of prophylaxis, al- 
though constantly exposed. Two weeks after prophy- 
laxis was discontinued, this group also began to 
acquire infections. 

All the patients receiving one gram daily had 
diarrhea on the fourth day and a few vomited, but 
these reactions disappeared on reducing or withdraw- 
ing the drug. The lower dosages did not produce side 
reactions. 



























CONTROLLED HEPATIC LOBECTOMY IN 





THE TREATMENT OF LIVER TUMORS 


Tueopore R. Mitter, M. D. 
New York, N. Y. 


octor Eargle, members of the Medical 
D College of South Carolina, I am going 

to speak to you today about the treat- 
ment of liver tumors. In this discussion we will 
include the metastatic lesions as well as 
primary liver tumors because of the relative 
rarity of the latter in this country. The differ- 
ential diagnosis of hepatomegaly, either 
generalized or localized, lies among the in- 
flammatory lesions, the benign tumors and the 
malignant tumors which may occur in this 
organ. We shall not comment on the inflam- 
matory lesions other than to note that ex- 
ploratory incision must be utilized as a diag- 
nostic agent in many since the 
science of the clinical laboratory has not 
reached a point where the differential can be 
made with certainty in every instance. Com- 
plete studies of the liver function should be 
made in every case. The laboratory studies 
are often confusing because obstructive lesions 
will oftentimes produce hepatocellular disease 
which will be reflected in the laboratory re- 
sults. X-ray examination with the demonstra- 
tion of fluid levels and calcification in the mass 
may be suggestive either of amebic abscess or 
hydatid cyst of long duration. Some hemangio- 
mas of the liver may show calcification as well. 
Calcification in hepatomegaly suggests benig- 
nity because of the length of time required for 
valcification to take place; however we have 
seen large metastatic renal tumors with calcifi- 
vation in the hepatic metastasis. 

In general, the primary liver tumor has 
practically no symptoms in the early stage. 
Jaundice, pain, enlargement of the liver, and 
edema of the lower extremities are all evi- 
dences of an advanced situation. Most of the 
patients that we have seen in our clinic have 
either discovered the tumors themselves or 
come for examination because of some minor 


instances 
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digestive complaint and the examining physi- 
cian found a large abdominal mass of which 
the patient was unaware. Occasionally the 
patient suffers acute abdominal pain and a 
large abdominal mass appears. The sudden 
abdominal pain is rather characteristic of some 
of these tumors. This is the result of hemor- 
rhage into the tumor because of increase in ab- 
dominal tension in the act of bending or lifting. 

Metastatic tumors of the liver are extremely 
common. Thirty to fifty per cent of all patients 
dying of cancer have liver metastasis. We have 
been studying this group in an attempt to 
increase the salvage rates but so far our ex- 
perience has been very poor. The patient with 
simultaneous metastases is not salvageable by 
hepatic however the patients 
whose metastases may appear and are manifest 
clinically 6 to 8 years after the primary has 
been controlled, offer a group in which there 
is some chance for salvage. 


lobectomy; 


A study of the distribution of liver tumors 
throughout the world reveals that they are 
rarest in Europe and most common in South 
Africa. In a hospital in Johannesburg 85 per 
cent of the admissions to the hospital for can- 
cer are for primary hepatoma of the liver. Un- 
fortunately most of these patients have such 
advanced cirrhosis with a hepatoma engrafted 
upon it that they cannot survive the surgery 
necessary for the removal. Primary hepatoma 
is common in South Africa, India, as well as 
the Chinese coast and Japan. This appears to 
be due to protein starvation in childhood with 
an early cirrhosis and consequently hepatoma 
engrafted upon it. Correction of the protein 
starvation in childhood offers an intriguing 
opportunity for the disappearance of this dis- 
ease. There is a distinct difference in the fre- 
quency in the oriental races as compared to 
the occidental races. In the Orient liver cancer 
is responsible for 13 per cent of all cancers, 
whereas in the Occident the percentage is 0.14. 
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In Charleston, in one series, 8 primary car- 
cinomas of the liver were found in 2400 
autopsies, so that the rate is 0.27. In spite of 
the rarity of the primary tumor the patient 
should be given the opportunity for surgical 
exploration. 

Before discussing the surgical problem in- 
volved it would be interesting to discuss some 
of the anatomical points which we have been 
studying. The portal vein is formed by the 
superior mesenteric vein and the splenic vein. 
The length of the portal vein varies quite 
markedly in different individuals so that in 
the short portal vein the streams coming from 
the splenic and from the superior mesenteric 
may not mix. It is interesting to note that the 
coronary veins of the stomach empty into the 
splenic and therefore drain into the left lobe 
of the liver. This is also true of the inferior 
mesenteric vein which drains into the splenic 
vein. Lesions, however, of the small bowel and 
right colon drain into the superior mesenteric 
vein and therefore tend to go to the right lobe 
of the liver. The shorter the vein the more 
likely this will be true. In dissecting the portal 
triad the portal vein is quite well divided and 
rather regular in its configuration. The left 
portal vein is rather long and quite easily 
ligated, whereas the right portal vein almost 
immediately enters the hilum of the liver and 
is relatively short, making ligation somewhat 
difficult . 

The arterial supply of the liver is much more 
irregular than the portal vein. It is very im- 
portant that the arterial supply be carefully 
studied and demonstrated before either the 
right or left hepatic artery is ligated. The com- 
mon hepatic artery divides, as a rule above the 
level of the cystic duct. However, the left 
hepatic artery and the right hepatic artery may 
come from the superior mesenteric or from the 
celiac axis directly. This has been carefully 
studied and documented in the past. The im- 
portant point is that one must be sure that 
there is a hepatic artery supplying the remain- 
ing lobe of the liver. 

The hepatic veins are fairly regular in drain- 
ing into the vena cava. There are numerous 
smaller veins which must be ligated as the 
liver is lifted away from the vena cava from 
below upward. One must, of course, be sure 
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that all the hepatic veins are not ligated as 
this would produce a surgical Chiari’s disease 
which is incompatible with life. 

Lymphatic drainage has been well described 
and is apparently towards the liver hilum and 
down the portal triad to the retroduodenal 
nodes. There is also a group of nodes known 
as the juxtacardiac nodes just above the dia- 
phragm which drain the lymphatics, which 
follow the hepatic veins and vena cava. The 
rapidity with which the retroduodenal nodes 
become involved in carcinoma of the gall- 
bladder is remarkable. 
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Figure 1 

A—Incision. 

B—Exposure of hilum of liver. 

C—Dissection of hilum showing ligation of cystic 
duct, right hepatic artery, right hepatic duct, and 
right branch of portal vein. 

D—Structures entering the left lobe are retracted to 
the left after careful preservation. ° 


The operation of right hepatic lobectomy is 
merely an adaptation of the above anatomical 
principles. The reason that liver tumors have 
been so neglected in the past has been the 
problem of control of hemorrhage. We usually 
use a subcostal incision with a T extending 
into the 9th intercostal space. The liver is 
lifted from the abdomen and rolled outward 
so that the biliary triad can be adequately 
visualized. The right hepatic duct and right 
hepatic arteries are ligated. The right portal 
vein is then identified and ligated. When these 
three structures have been controlled, about 
70 per cent of the blood supply to the right 
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lobe is then obliterated. The hepatic veins are 
then carefully ligitated as one lifts the liver 
away from the vena cava. The right lobe is 
then removed by breaking through the liver 
tissue at the septum using blunt and sharp dis- 
section and mass ligatures to control the ven- 
ous ooze. The raw surface is covered with the 
reflected falciform ligament to control the 

















Figure 2 
The right lobe of the liver is rotated to the left, ex- 
posing the vena cava and the hepatic veins, which are 
then ligated.* 


biliary leakage which takes place from the cut 
surface of the liver. We have used both hypo- 
tensive and hypothermia in conjunction with 
the anesthesia and feel that neither of these 
adds much to the safety of the patient. We 
ordinarily use pentothal and some relaxant as 
the anesthesia. Our series now consists of 14 
total right hepatic lobectomies. Many of these 
have been for carcinoma of the gallbladder 
with right hepatic lobe metastases. Some are 
for metastatic lesions which have appeared 6 
to 8 years after the control of the primary and 
a few for primary liver tumors. 

The benign tumors of the liver that have 
been operated on have formed an interesting 
group. There are several large hemangiomas 
which are fairly rare. Many small hemangio- 
mas are found in the course of routine ab- 
dominal explorations and require no therapy. 
Large hemangiomas can be 
relatively easily without much bleeding since 
there is a pseudo-capsule of condensed liver 
tissue about them. In the 16 right hepatic 
lobectomies which we have now completed 
there were only 2 operative deaths. The first 
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Figure 3 
The right lobe has been removed.* 


was due to an error in ligation of the common 
hepatic artery and the second due to a dis- 
ruption of a suture line in the duodenum which 
had been injured during dissection of the retro- 
peritoneal nodes. 

Resection of the left lobe of the liver is 
quite easily accomplished and has been re- 
corded many times in the literature. We have 
proposed the addition of resection of the left 
lobe of the liver to extended total gastrectomy 
as a possible way of controlling metastases 
from the stomach, but so far have not done it 
in many cases. 

During the routine study of the circulation 
of the liver we have discovered that the liver 
is really a multilobular organ much as the 
lung. It is quite possible to resect a middle 
section of the liver and preserve the left lobe 
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Figure 4 
The raw surface of the liver has been covered with 
the falciform ligament. Drains are placed in the ab- 
domen and chest before closure.° 
*(From Pack and Baker, Annals of Surg., Vol. 138, 
No. 2, Aug. 1953) 
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and the major portion of the right lobe. This 
is due to the fact that the hepatic veins are 
fairly regular in their configuration. We have 
studied this on the cadaver and are continuing 
to do so. We have also removed the middle 
lobe in one patient who is now living and 
well. 

We have found that regeneration is rather 
rapid and that in the postoperative course 
practically all the patients develop a mild 
jaundice which we believe to be due to com- 
pression of the biliary duct by the sudden in- 
crease in the amount of portal circulation 
through the remaining lobe. Studies in the 
animal show that the regeneration is a cellular 
increase rather than an increase in the con- 
nective tissue. This can be demonstrated by 


NATIONAL LIBRARY WEEK 
by Marchette Chute 

The United States could not exist without the 
written word. Take it away and the country could 
not operate. Very little work could be carried on or 
knowledge transmitted, and the civilization we know 
would grind to a halt. 

Nor can the United States exist without readers. 
Ours is a government of the many, not the few, and 
it is based on trust in its citizens. It trusts them to 
have formed the habit of finding out, and that means 
the habit of reading. We live in a complicated and 
difficult time, when we must be well informed if we 
are to survive, and as a democratic nation we depend 
on knowledge as we never have before. 

Yet, as a nation, we have not formed the habit of 
reading. A Gallup poll of 1955 showed that 61% of 
the adults in America had not read any book except 
the Bible the previous year. Another survey showed 
that half the nation’s adults live within a mile of a 
public library but only one fifth of them go inside. 
Reading has increased in recent years as measured in 
newspaper, magazine and book sales and in the use 
of public libraries, but the increase has not been as 
great as it has been in many other uses of leisure 
time. 3 

Certainly the people of the United States have 
plenty of time for reading. We have cut the sixty-hour 
work week to forty hours. We have invented electrical 
appliances that replace a great deal of manual labor. 
We have lengthened the life span. The opportunity 
exists, and the leisure, but the American people have 
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the count of the nuclei on sections. 

In closing, the whole subject of liver tumor 
is an interesting one if a dismal one. The 
majority of tumors, of course, have rather bad 
prognosis but in spite of the fact that the 
average duration of the disease as judged by 
the interval between the onset of symptoms 
and death is comparatively brief, and the fact 
that primary carcinoma of the liver is one of 
the most rapidly fatal of all neoplasms, the pa- 
tient should be given the benefit of surgical 
consultation and exploration in attempt to 
salvage the occasional patient with a resect- 
able tumor. 


139 East 36th Street 
New York 16, N. Y. 


not learned what can be done with it... . 

Moreover, the habit of reading is not only vital to 
a democratic society but a source of enrichment to 
the individual himself. It is the people who read who 
have the most successful careers, for business and 
industry have never been able to find as many edu- 
cated and intelligent men and women as they need. 
Moreover, any reader has in his hands one of the 
world’s great sources of entertainment, an activity 
that can be practiced almost anywhere and at any age. 
A child can read under an apple tree, a traveller in an 
airplane, a housewife shelling peas, an old man bound 
to the immobility of a hospital bed; and each of them 
will be released into a world of delight that could 
never have existed for them otherwise. 

The first emphasis of Library Week will be on the 
libraries of the United States, to make our fortunate 
citizens realize the value of this vast, free treasure 
that is spread out over the land, and to help them 
learn how to use it at full capacity. But from this 
beginning the activities of Library Week will reach 
out in many directions. It will focus attention on the 
vital importance of the school library, the college 
library, the home library. 

It will underline the value of having books avail- 
able in every room of the house — those easy, wel- 
coming rooms in which every member of the family 
can read at his own pace and in his own way, and 
where even a small child can listen to a family hour 
of reading aloud and suddenly decide to explore for 
himself the magic that lies between the covers of a 


book. 


INJURIES OF THE ABDOMEN 





WILLIAM H. Prio.eau, M. D. 
Charleston, S. C. 


n abdominal trauma a favorable outcome 
depends to a great extent upon the judg- 
ment of the surgeon as to whether to 
operate and, if so, when. The presence or ab- 
sence of intra-abdominal injury does not 
necessarily manifest itself at the time by phy- 
sical findings and laboratory tests. There is no 
definite symptom complex. The intra-ab- 
dominal injury may be masked by associated 
injuries, shock, concussion, and alcoholism. 
There is general agreement that active bleed- 
ing and rupture of a hollow viscus demand 
urgent operation, but in the early stages their 
presence cannot always be determined with 
any degree of certainty. One must be con- 
stantly aware that damage may have been in- 
curred out of proportion to the severity of the 
trauma. One cannot wait for diagnostic signs. 
In some cases, the decision to operate must be 
made upon a well-founded suspicion, weighing 
the risk of operating under unfavorable condi- 
tions, or even unnecessarily, against the 
dangers of delay. In case of associated injuries 
such as cerebral or thoracic damage, or frac- 
ture of the spine or long bones priority of 
treatment must be given careful consideration. 
Supportive measures as indicated should be 
instituted at once. These include fluids and 
blood by vein, oxygen by nasal catheter, 
gastric suction, tracheotomy, and drugs. In 
case of penetrating wounds, operation should 
be performed as soon as the condition of the 
patient permits; in the presence of active 
bleeding it should be performed urgently. At 
operation the wound of penetration should be 
cared for adequately, but it need not be in- 
corporated in the incision made for explora- 
tion. In case of gunshot, the exploration need 
be more extensive than in a stab wound. Asso- 
ciated intra-thoracic injuries should always be 
kept in mind. 
Blunt trauma presents the more serious 
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problem as to the question of operation. The 
injury incurred need not be in proportion to 
the severity of the trauma, Minor trauma may 
result in serious injury, and, on the other hand, 
in severe injury, the abdominal wall may be 
undisturbed showing not even a bruise.' The 
common injuries are laceration of a solid viscus 
and perforation of a hollow one. There have 
been reported such bizarre conditions as 
cholecystectomy, and avulsion of the spleen 
with control of hemorrhage by thrombosis of 
the vessels at its pedicle.2 Certain types of in- 
jury do not manifest themselves early by phy- 
sical signs or laboratory tests. Such are sub- 
capsular hemorrhage in the spleen, retro- 
peritoneal hemorrhage, and the escape of non- 
irritating contents from a hollow viscus, the 
last in marked contrast to a perforated peptic 
ulcer. The findings from a four quadrant ab- 
dominal tap,? repeated at intervals, if neces- 
sary, are important if positive;* likewise x-ray 
evidence of free gas in the peritoneal cavity. 
An increase in the white blood count is of 
little diagnostic significance, while a falling 
hemoglobin and volume of packed cells are 
indicative of continued bleeding. The pres- 
ence or absence of abdominal tenderness and 
rigidity may be helpful or misleading depend- 
ing to some extent upon associated injuries. 
The decision as to operation may have to be 
based upon the general impression of the case, 
taking into consideration the severity of the 
trauma which, at times, may be best indicated 
by the associated injuries, in which case de- 
cision must be made as to concomitant ap- 
proach or priority of treatment. 

General anesthesia should be used when 
conditions permit. Spinal anesthesia is contra- 
indicated in the presence of shock, and 
especially in case of a possible perforation of 
the bowel, as the increased peristalsis would 
cause an emptying of its contents into the peri- 
toneal cavity. A vertical mid-line incision is 
* I have had some doubt about the safety of this pro- 


cedure, but it is looked upon favorably by other mem- 
bers of the staff. 
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generally preferable as it can be extended as 
indicated downward or upward, and into the 
thorax. The peritoneal cavity is first emptied 
of blood so that a satisfactory exploration can 
be made. Injuries should be noted as they are 
discovered and care be taken not to overlook 
multiple injuries, especially perforations. 

The spleen is the solid viscus most common- 
ly injured. It may suffer lacerations of various 
degrees or even be torn from its pedicle. 
Bleeding may be free and severe from the 
start, or it may be delayed or reduced as a 
result of shock. A subcapsular hemorrhage 
may not manifest itself for hours, or it may 
even become organized and give rise to late 
complications. In case of injury the spleen 
should be removed; attempts to preserve it by 
suturing lacerations have long been aban- 
doned as dangerous. 

Lacerations of the liver initially bleed freely 
and when extensive are probably the most 
common cause of early death. The loss of 
blood is generally apparent, and operation is 
urgently indicated. Loose fragments and badly 
damaged tissue should be excised. The larger 
vessels should be controlled with large caliber 
transfixion sutures. Large Gelfoam or Oxycel 
packs are often of value. Adequate drainage 
must be provided to take care of the leakage 
of bile. Secondary hemorrhage is not un- 
common. Late sequellae are liver abscesses, 
hemobilia, and cholangitis. 

The pancreas is subject to injury due to its 
fixed position over the spine. Hemorrhage 
should be controlled and adequate drainage 
provided. Late sequellae such as cysts or pan- 
creatitis are not uncommon. 

The stomach is subject to perforating 
wounds and lacerations. These can generally 
be satisfactorily repaired by suturing. The 
posterior wall of the stomach must be ex- 
amined and a search made for wounds in the 
liver and diaphragm. Perforation of the 
posterior wall of the duodenum is a serious 
injury which is not uncommonly overlooked. 
Gas and liquid contents pass into the retro- 
peritoneal space. At times, it can be detected 
by x-ray examination before operation. At 
operation, the retroperitoneal tissues must be 
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examined for emphysema and hemorrhage 
with this particular injury in mind. 

The small intestine is subject to perforation, 
laceration, bursting, and contusion. Perfora- 
tion does not always manifest itself early. An 
eversion of the mucosa may temporarily 
occlude the opening. Associated ileus may 
diminish the escape’ of its contents. In some 
instances the intestinal contents may be 
relatively non-irritating to the peritoneum in 
which case the condition would become mani- 
fest only upon the development of peritonitis. 
Delayed perforation occurs when bowel 
necrosis results from a tear or contusion of the 
mesentery. Injury to the small intestine must 
be treated promptly by suture or resection 
with re-establishment of continuity. The peri- 
toneal cavity is not drained. 

Injury to the colon presents a more serious 
problem. Perforations of the right colon gen- 
erally require only suturing due to the liquid 
nature of its contents. On the left, the use of 
proximal colostomy or exteriorization would 
depend upon such factors as the extent of 
damage to the bowel, the general condition of 
the patient, and whether the bowel is empty 
or full. If the bowel is so badly damaged that 
there is question about a satisfactory healing, 
exteriorization is indicated if easily ac- 
complished, or some other type of colostomy 
should be performed. Extra-peritoneal injury 
to the rectum is potentially very serious. Proxi- 
mal colostomy and perineal drainage are gen- 
erally advisable. 

In conclusion, it can be said that in many 
instances intra-abdominal injury due _ to 
trauma does not manifest itself early and that 
its presence or absence can not be diagnosed 
with any degree of certainty. Where there is 
reasonable likelihood that such injury may 
exist and the general condition of the patient 
permits, it is safer to operate for the establish- 
ment of diagnosis as well as for treatment. 
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Case Record—An adolescent girl with a past record 
of excellent health and outstanding academic achieve- 
ment was brought to the attention of physicians be- 
cause of weight loss and personality changes. Most 
prominent feature of her history was a growing ob- 
session to restrict her daily intake of food and fluids 
for the avowed purpose of becoming slender. Within 
a few months she had become strangely sullen, with- 
drawn, and undernourished to an alarming degree. 
When forced to eat she would retaliate by self-induced 
vomiting. A diagnosis of acute schizophrenia was 
ultimately established, and such physical and electro- 
lyte abnormalities as were noted in this patient at 
several examinations were deemed to be secondary to 
that mental disorder. 

On one of several admissions to the hospital for 

psychiatric care she was found to have an advanced 
degree of malnutrition with a metabolic alkalosis. Her 
serum potassium was 2.4 milli-equivalents per liter 
(normal range 3.5 - 5) with a low level of blood 
chlorides (53 m. Eq.), a high CO: combining power, 
and a mild azotemia at the time the electrocardio- 
gram on the left was made. That on the right was 
recorded a week later following intravenous and tube 
feedings. 
Electrocardiograms—The tracing before treatment is 
characterized by the presence of conspicuous U waves 
in most leads, becoming of huge proportions and 
dwarfing the immediately preceding T waves in V-3, 
V-4 and lead II. T waves are of low amplitude 
throughout but can be seen distinctly in V-2 and aV1 
where the Q-T interval measures 0.33 sec. This is 
identical to the Q-T interval after treatment and is 
within the normal range for these heart rates in 
females. 

Another feature was that of numerous ventricular 
ectopic beats with runs of bigeminal and quadri- 
geminal rhythm which were seen in long strips of 
tracing recorded on admission. Lead III shows one 
such extrasystole. The P waves also undergo some 
change which is evident in leads II and III, they 
being 1 mm. higher and somewhat peaked before 
treatment. But no change occurs in the P-R interval 
of 0.16 sec. 

The tracing on the right is normal although the T 


waves are still of rather low amplitude in several 
leads. 

Discussion—It has been known for many decades that 
the chemical environment of the muscle cell and, more 
specifically, the differences in concentration of certain 
electrolytes on the two sides of the cell membrane 
have much to do with its electrical activity. Only in 
recent years, however, has the electrocardiogram en- 
joyed much clinical usefulness as an indicator of 
electrolyte abnormalities. In this application it has 
several obvious advantages, most notable of which 
are the facility with which the electrocardiogram is 
recorded and the immediate availability of the re- 
sults. Hence it is of particular value in emergencies 
and as a guide for therapy in certain renal and meta- 
bolic disorders. But much remains to be learned of the 
interrelationship of chemical and electrical changes, 
and of the interpretation of these changes in the 
electrocardiogram. Causes other than electrolyte im- 
balance can alter the complexes in ways which are as 
yet indistinguishable from some of those ascribed to 
potassium and calcium. The ECG serves as an in- 
dicator rather than a measure of derangement of body 
chemistry. 

Formerly it was believed that the Q-T interval, 
which is measured from the beginning of the QRS to 
the end of the T wave, was prolonged in hypokalemia, 
or potassium deficit. But recent studies have demon- 
strated that this is more apparent than real, that what 
actually does occur with a low potassium is accentua- 
tion of the U wave (normally an inconspicuous “after 
potential” immediately following the T) simulating 
prolongation of the Q-T interval. Where the T and 
U waves are sufficiently well demarcated it can be 
shown that hypokalemia produces no essential devia- 
tion from normal in the Q-T interval which is de- 
termined largely by the heart rate, age and sex of 
the patient. This illusion of a prolonged Q-T is en- 
hanced by a second characteristic of potassium de- 
deficiency, namely a general lowering of amplitude 
of the T waves so that the U wave may be easily 
mistaken for the T. Both of these characteristic 
changes, and a third, the ectopic arrhythmia, are 
evident in a comparison of this patient’s tracings be- 
fore and after treatment. 

Other ECG changes attributed to hypokalemia are 
less specific. A depression of S-T segments is said to 
occur when potassium depletion is more severe, as 
with a serum level of 1.5 milli-equivalents or so. 
Occasionally the P-R interval may be lengthened. The 
high peaked P waves which are seen in this patient’s 
tracing prior to treatment are not ordinarily considered 
part of the hypokalemia pattern but conceivably 
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might be expected since the opposite condition, a high 
level of potassium, decreases the amplitude of P waves 
while increasing that of the T wave complexes. 

To date little is known of the origin and significance 
of U waves in the electrocardiogram. One theory, that 
they denote a phase of supernormal excitability of the 
muscle following repolarization, has been cited as an 
explanation for the frequently observed appearance of 
ectopic beats at this point in the cardiac cycle and the 
perpetuation of coupling in a bigeminal rhythm. (In- 
cidentally, the ventricular ectopic beat seen here in 
lead III begins some 0.06 sec. after the time of maxi- 
mum U wave voltage). As a rule U waves are dis- 
played best in the precordial leads where they nor- 
mally are of the same direction as their associated T 
waves and often appear to merge with them. Rarely 
U waves may exceed even the R in height though in 
most electrocardiograms they are inconspicuous and 
go unnoticed. Whatever else they may signify, they 
have useful clinical significance in hypokalemia in 
which accentuation of U waves is one of the most 
constant findings and in which administration of 
potassium is followed by a diminution in their ampli- 
tude and a suppression of ectopic arrhythmias. 


May, 1958 





It is a recognized fact that electrocardiographic 
signs of an electrolyte imbalance may not parallel 
exactly the levels of that electrolyte in the blood. 
Several reasons for this have been suggested, among 
them the fact that more than a single electrolyte are 
commonly involved in metabolic derangement, and ab- 
normality of one may exaggerate or repress the effects 
of another. Moreover, the effects on the ECG may 
stem principally from the intracellular rather than the 
extracellular concentration of an element. So far as the 
cell is concerned, we are “on the outside looking in” 
with our determinations of potassium level in the 
serum. Severe deficits of intracellular potassium can 
follow loss by prolonged vomiting or diarrhea, deficits 
which may have to be satisfied before an appreciable 
rise in the serum level of K can be sustained. 

Hypokalemia is seen in “pure culture” in familial 
periodic paralysis where levels of potassium in the 
serum have been shown to fall precipitously during 
the attacks of muscular weakness. Other causes, aside 
from a variety of gastrointestinal disorders, are Cush- 
ing’s disease, diabetic coma (recovery phase), and 
excessive administration of steroids. 

In this case repeated vomiting resulted in loss of 
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large amounts of acid and potassium-containing secre- 
tions from the upper gastrointestinal tract and, con- 
sequently, hypochloremic alkalosis and dehydration. 
Doubtless contributing to the dehydration—and the 
“prerenal” azotemia—was the patient’s self-deprivation 
of food and fluids. A recheck of her blood chemistries 
two weeks after the first electrocardiogram revealed 
normal values for electrolytes. 


Acknowledgement: The author is indebted to Dr. John 
H. Felts of the Bowman Gray School of Medicine for 
metabolic data on this patient and loan of the electro- 
cardiograms. 


DEATH OF FETUS IN UTERO 
A Case Report 


LAWRENCE L. Hester, Jr., M. D. AND 
Louie Nesmith, M. D. 


Department of Obstetrics and Gynecology 

A 34 year old colored female, gravida 10, para 7, 
abortions 2, whose last menstrual period was Novem- 
ber 19, 1956 and estimated date of confinement August 
26, 1957 was seen first on April 6, 1957. She gave a 
family history of hypertensive vascular disease, but a 
negative history for diabetes, syphilis, tuberculosis, 
and rheumatic fever. She had pre-eclampsia with her 
third pregnancy in 1947, but no evidence of toxemia 
with her other pregnancies. 

Physical examination on April 6, 1957 was negative. 
Her weight was 179 pounds, and her blood pressure 
130/68. On abdominal examination the fundus of the 
uterus extended 24 cm. above the symphysis pubis. 
Fetal heart tones were present at 136 per minute. 
Pelvic examination showed the cervix to be blue on 
speculum examination and ulcerated slightly at the 
external cervical os. The vaginal and rectovaginal ex- 
amination confirmed the uterine enlargement. The 
hemoglobin was 10.5 grams, Wasserman and Kline 
tests were negative, Rh factor test was _ positive, 
urinalysis negative, and chest roentgenogram negative. 

She was advised to return to the clinic for monthly 
visits, but missed May, 1957. On June 3, 1957 her 
weight was 177 pounds, blood pressure 110/60 and 
her abdomen was enlarged proportionally to her 
period of gestation with fetal heart tones present. On 
June 7, 1957, prenatal examination was essentially the 
same. On June 24, 1957 she returned to out-patient 
clinic stating that fetal movement had ceased 3 days 
previously, and she complained of general malaise. 
Her weight was 178 pounds, temperature 98.6 degrees 
centigrade, and blood pressure 110/70. Abdominal ex- 
amination revealed the uterus to be enlarged to ap- 
proximately 32 weeks gestation. The uterus was soft 
and the usual resistance offered to the palpating hand 
by a living fetus was not present. Fetal heart tones 
could not be heard. AP and lateral roentgeno- 
grams of the abdomen showed signs of intrauterine 
pregnancy of approximately 32 weeks. There were no 
radiological signs of intrauterine fetal death. On July 





5, 1957 the uterus extended 21 cm. above the sym- 
physis pubis and no fetal heart tones could be heard. 
On July 12, 1957 repeat film of the abdomen showed 
a fetus of approximately 28 weeks gestation and there 
was marked overlapping of the cranial bones. The 
radiological impression was “Positive Spaulding’s sign 
indicating intrauterine fetal death.” Because of the 
association of hypofibrinogenemia with intrauterine 
fetal death,1-7 bleeding time, clotting time, and clot 
retraction tests were done. The bleeding time was 4 
minutes and 5 seconds, clotting time 6 minutes and 30 
seconds, and the clot retraction was normal. 

The patient was informed of the diagnosis of intra- 
uterine fetal death, and it was explained to her that 
it was best to follow her at weekly intervals and not 
to attempt an induction of labor. She seemed to 
accept this; however, the following week she and her 
husband returned, both upset and requesting that 
something be done to terminate the pregnancy. The 
problem was explained again and they seemed to 
accept the situation. 

She was followed at weekly intervals until August 
22, 1957. The bleeding time, clotting time, clot re- 
traction, blood pressure, urinalysis were all normal on 
each visit. The incidence of hypofibrinogenemia in- 
creases rather markedly after 5 weeks of intrauterine 
fetal death (2) and since she had been followed for 8 
weeks with no evidence of fibrinogen depletion, it was 
thought that an attempted induction of labor should 
be carried out by the use of intravenous pitocin. 

She was admitted to Roper Hospital on August 22, 
1957. Sterile pelvic examination after admission re- 
vealed a soft, non-effaced cervix that admitted on 
finger. The presenting part was unengaged. She was 
given 5 minims of pitocin in 500 ml. of dextrose in 
distilled water by slow intravenous drip at 12 drops 
per minute. This was repeated in 8 hours. The pitocin 
infusion initiated only mild uterine contractions that 
were fleeting in nature. Following the pitocin, sterile 
pelvic examination revealed no change in the cervix. 
There was no abnormality in the clotting mechanism, 
or clot retraction before or after the intravenous pito- 
cin. Following the failure of the medical induction, 
the patient was discharged to be followed in the out- 
patient clinic. It was felt that although this patient 
was a grand multipara, the need for delivery out- 
weighed this relative contraindication to intravenous 
pitocin. It was not thought, however, that the indica- 
tions for delivery were great enough for surgical inter- 
vention such as rupture of the membranes or hyster- 
otomy. 

On August 30, 1957 she was admitted to Roper 
Hospital in active labor with the cervix 4 cm. dilated, 
60 per cent effaced, and the presenting part dipping 
into the pelvis. She delivered a 3 Ib. 3 oz. badly 
macerated infant after a labor of 7 hours, and with 
an estimated blood loss of 200 mi. Her clotting 
mechanism was normal before and after delivery. Her 
postpartum course was uneventful and she was dis- 
charged 24 hours after delivery. 
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Discussion: Everyone who practices obstetrics has, 
at some time, a patient with death of fetus in utero. 
This difficult problem is made more so because the 
treatment is to await the onset of spontaneous labor. 
If the patient is emotionally stable, then she is told 
of her diagnosis. If it is felt that she cannot tolerate 
this information, then the husband or some other 
member of the family is informed. 

The problem arises as to how long one should wait 
for a spontaneous delivery without attempting medical 
induction. It has been shown that hypofibrinogenemia 
occurs much more frequently if the fetus is 16 weeks 
or older before death, and if the fetus has been dead 
for more than 5 weeks.2 Recently there have been re- 
ports of hypofibrinogenemia in early missed abor- 
tions.1 Eastmen3 states that malaise from absorption 
of necrotic products of the dead fetus is a non-existent 
problem. He states that these symptoms always ap- 
pear after the patient has been told of the intrauterine 
fetal death, indicating a psychogenic origin. 

Our policy is to follow these patients with tests of 
bleeding time, clotting time, and clot retraction at 
weekly intervals in the out-patient clinic or office for 
8 weeks. If the clotting mechanism is normal for this 
period of time, nothing is done. After 8 weeks, the 
patient is admitted to the hospital and intravenous 
pitocin administered in an attempt to initiate labor. 
Intravenous pitocin may be repeated for as many as 


six courses if desired.1 After 8 weeks calcification of 

the fetus may occur with uterine perforation and pos- 

sible formation of a fistula.6 This possibility is not 
great enough to risk infection by surgical intervention. 

If a fibrinogen deficiency occurs while one is following 

the patient, then delivery is mandatory by the easiest 

and safest method available after the fibrinogen defect 
is corrected. Estrogen has not been used to prime the 
uterus before pitocin drip, and we have had no ex- 
perience with Relaxin or related compounds. 

Summary: A case of death of fetus in utero is pre- 
sented. The conservative treatment, watchful waiting, 
is stressed. 
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Antibiotics in proctology. Leon Banov, Jr., M. D. 
( Antibiotics Annual, 1956-57, 180. 
This is a summarizing report of investigations of 


antibiotics in proctology under the auspices of the 
Department of Surgery of the Medical College of 


South Carolina. 


Because infection appears to have an important 
role in the pathogenesis of anorectal inflammatory 
lesions, the use of antibiotics has a rational and 


logical basis. The broad-spectrum antibiotics have a 


defnite place in the management of proctologic lesions 
because they combat the infection, relieve the pain of 
inflammatory edema, and reduce morbidity. 

Although the use of antibiotics is only palliative, 


nevertheless, palliation 


is often necessary in the 


management of the common nonspecific inflammatory 


lesions of the anorectum, i. 


e., hemorrhoidal disease, 


anal fissure, papillitis, cryptitis. 

Since there is an inflammatory component in most, 
if not all, rectal strictures of lymphogranuloma vene- 
reum, the use of the broad-spectrum antibiotics is 


indicated. 


Neither erythromycin, 400 mg. every six hours, 
nor tetracycline, 250 mg. every six hours, orally ad- 
ministered for three to seven days, significantly pro- 
moted postoperative wound healing of the anorectum. 
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Leon Banov, Jr. 





MODERN MEDICINE ON TRIAL 


PRESIDENTIAL ADDRESS 
D. LesesNE Situ, M. D. 
Spartanburg, S. C. 


uring the past few years | have become 
D increasingly conscious of the many 

threats to the very existence of modern 
medicine, 

First, | would like to take a brief look at our 
scientific progress over the past few years; 
second, to see what the patient is receiving 
from the profession, with a few suggestions 
for improvement, and last, to review the forces 
which have our profession on trial. 

In the last generation while the world has 
advanced from the horse and buggy to space 
satellites, there has been much progress in 
medicine and surgery. One of the greatest 
changes has been in the new concept of tissues. 
Gentleness in handling tissue has changed the 
operative and post-operative course of the pa- 
tient. The six minute appendectomy has gone. 
Another great change has been improved anes- 
thesia, enabling the surgeon to enter any 
cavity of the body. Antibiotics virtually control 
almost all infections. The use of replacement 
fluids, blood and plasma, with the laboratory 
controls, has advanced the safety of surgery. 
Recent surgical techniques have entered new 
fields allowing the replacement of arteries, 
skin and even kidneys. Tissue cultures of every 
organ promise vast new possibilities. The vista 
of the future opens dazzling possibilities of 
chemotherapy or antiviral therapy for cancer. 
The mortality rate is the lowest in our history, 
and life expectancy has been increased by 
nineteen years. 

We thus see that during the last 30 years 
the medical world has seen the greatest ad- 
vancement in the diagnosis and treatment of 
disease than any period in our history. In order 
for the patient to receive the benefit of our 
vastly increased knowledge, we must earn his 
respect and affection by living lives of integrity 
and generosity, not only medically. We must 
contribute to the religious and civic life of our 
communities—“To whom much is given, much 
is required.” 


We must have services available to the pa- 
tient in his times of need. When more than the 
average attention is required, hospitals with 
more comprehensive facilities ought to be 
available. These services should be obtainable 
in a way that will be financially feasible for the 
individual. Pre-paid attention on a voluntary 
basis is the answer of the profession. Let us 
remember that no matter what system is used, 
it can also be abused. Too often expensive 
hospitalization could have been avoided by a 
good history and physical examination. A 


knowledge of the patient’s family with a desire 


on the part of the physician to treat and cure 
him without unnecessary expense is indispens- 
able. 

Every thoughtful doctor should consider 
whether or not it is to the patient’s advantage 
to have him hospitalized. Have you not seen 
the incurable, the patient in his last illness, 
where life has nothing more to offer, being 
kept alive without hope month after month by 
artificial means and supportive measure? Yes, 
if medicine is to meet its trial we must deliver 
our services in a conscientious thoughtful way. 

It behooves the doctor to study the religious 
fibre of his patient; to learn something of his 
beliefs and outlook, for when death is in- 
evitable, the doctor can help the patient and 
the family as an individual, rather than as a 
scientist. 

With a more enlightened laity and the fact 
that medicine is no longer a mystery to the 
general public, the doctor must became an 
educator if he wants to retain the respect due 
him. Doctors have a responsibility to educate 
their patients about diseases that are inherited. 
What is more hopeless than propagating a 
large family of hemophiliacs or progressive 
muscular dystrophics and other known familial 
diseases? 

We of the medical profession received our 
education not only as a result of our own 
efforts but through the foresight and sacrifice 
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of others. Many of us received our training at 
state institutions, others at independently sup- 
ported medical schools, but in either case, our 
predecessors created the knowledge which was 
so graciously, though laboriously, bestowed on 
us. I am sure that the majority of physicians 
feel obligated to pass their knowledge on to 
their fellow doctors and to their patients as 
best they can. 

The trained mind of a physician and his 
character are his only capital assets. He must 
use these to the best advantage of his fellow- 
men, not only as a doctor but as a citizen. He 
has a responsibility to see that his medical 
community, his hospital and his health depart- 
ment, as well as the auxiliary medical services, 
are conducted in the way most beneficial to 
the public. 

With the shortage of registered nurses it is 
now necessary to train more practical nurses. 
Home care for the chronically sick, the de- 
velopment of chronic disease hospitals and 
boarding homes for the infirm and aged, are 
our most urgent needs. Our hospitals with 
specialized services need relief from the over- 
whelming load of the chronically ill they now 
have to take care of. 

Our freedom to practice medicine as we are 
now doing is actually on trial because of the 
socialistic tendencies of the American people. 
Everyone wants something for nothing. Pres- 
sures are brought on our law makers to furnish 
more medical services without cost to the in- 
dividual. Labor unions are offering more in 


order to control their members. 

Effort must be made by the physician to 
ward off the assault of political forces. Our 
profession put up a noble and victorious fight 
against Oscar Ewing's direct attack and we 
won the first round. Since that time, flank at- 
tacks are constantly being made. 

Thirty-four million people are now eligible 
for tax paid medical care. The numbers and 
categories grow with each legislative session. 
The Forand Bill is now the most menacing 
threat on the horizon. If this is successful in 
Congress, all of the millions of people receiving 
social security will soon be eligible for both 
free hospitalization and medical attention. The 
initiative and freedom of the American physi- 
cian can pass into the hands of the politician. 

Modern medicine has resisted successfully 
the attempts to place it under social security, 
the only professional group in America that 
has held out against it, for the majority of doc- 
tors realize that freedom in practice is their 
greatest incentive. 

The substitution of state medicine for 
private practice in other countries has been a 
failure, for it has resulted in tyranny. The fail- 
ure of socialism as an efficient economic system 
is clear. The doctors of America have fought 
gallantly against such a system. The pendulum 
the world over is beginning to swing back to- 
ward free enterprise but we must remember 
the words of Daniel Webster, “Liberty, private 
property, prosperity; one and inseparable, now 
and forever.” 


The continuance of the practice of indiscriminate 
T and A is indeed an enigma. We live in a medical 
era which considers itself “scientific.” We like to 
think that we have rid ourselves of the mumbo jumbo 
and mystical nostrums of the past and we adopt new 
procedures only after rigorous testing. Yet T and A. 
whose uselessness, in the overwhelming majority of 
has been repeatedly and _ convincingly 
demonstrated, retains its popularity with the laity and 
the medical profession. Would we, on the basis of 
such tenuous evidence as is available in favor of 
T and A, adopt a new drug which may be lethal for 
some 300 persons a year? 


H. Bakwin—Jour. Ped. 52:359 


instances, 
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PRESIDENT’S PAGE 


I wish to extend greetings to you, the members of the South Carolina Medical Association, 


in this communication, my first for the President’s page. 


It is a rich privilege for one to be elevated to the presidency of his State Medical Associa- 
tion. I realize the honor you have bestowed upon me and with this in mind will try to conduct 
the affairs of the office in a dignified and efficient manner that will merit your confidence. This 
can only be accomplished with the full and whole hearted cooperation of every member in 
helping me to uphold our “Principles of Medical Ethics.” 


These principles are not laws but merely standards by which a physician may determine 
the propriety of his conduct in his relationship with patients, with colleagues, with members 
of allied professions and with the public. The main objective of our great profession is to render 
service to humanity with full respect for the dignity of man. All of us should merit the con- 
fidence of patients entrusted to our care, rendering to each a full measure of service and 


devotion. 


With your support I will, as President of the South Carolina Medical Association, endeavor 


to conduct its affairs in a manner that will preserve this principal objective. 


R. L. Crawford, M. D. 
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MEDICINE’S FOURTH ESTATE 


Every active physician recognizes the con- 
stantly growing importance of his county, 
state and national medical societies—the three 
great 
America. 


“estates” of organized medicine in 
In the past few decades, medical practice 
has become ever more complex. Doctors today 
must deal not only with more than a score of 
fellow medical specialists, but with several 
score of “paramedical” technicians, many of 
whom are finding it difficult to adjust them- 
selves to a “table of organization” in which the 
Doctor of Medicine must, by training and re- 
sponsibility, be the captain of the team. 

Then, too, in the areas of hospital-physician 
relations, of public health, of medical care 
prepayment, and of social security, organized 
medicine is required to think in new terms and 
to act with decision, if it is to retain the leader- 
ship which the people expect of their physi- 
cians. The demands of our time call for medi- 
cal statesmanship of the highest order. 

And now, medicine has added a “fourth 
estate", The World Medical Association, 
which, though it was founded only a little 
more than ten years ago, has already earned 
for itself world-wide recognition as “the inter- 
national voice of organized medicine”. 

Our American Medical Association is one of 
the 53 national medical associations which 
comprise the membership of The World Medi- 
Within the United States, 
some 5,500 leading American physicians have 
formed a supporting committee, known as the 
United States Committee of The World Medi- 
cal Association. President of the U. S. Com- 
mittee is Dr. Austin Smith, Editor of the Jour- 
nal A. M. A., and its Secretary-Treasurer is 
Dr. Louis H. Bauer, who has also served as 
Secretary General of The World Medical Asso- 
ciation since its founding in 1947. 

The purposes of the U. S. Committee are 
those of W. M. A. itself: to work for the high- 
est standards of medical care in all parts of 


cal Association. 
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Editorials 





the world; to defend and preserve the free- 
doms that are essential to good medical prac- 
tice; to provide a forum for the solution of 
problems common to physicians the world 
over; and to promote world peace. 

You have an opportunity to play your part 
in this vital cause by becoming a member of 
the U. S. Committee of W. M. A. The A. M. A. 
House of Delegates has urged that every mem- 
ber of A. M. A. join the U. S. Committee, An- 
nual dues are $10.00, and the Committee’s 
headquarters are at 10.Columbus Circle, New 
York 19, New York. 

Our local chairman is Dr. Joseph P. Cain of 
Mullins. 


A PLEA FOR THE RHEUMATIC 

With the exception of the acute upper 
respiratory infection, there is no greater cause 
of loss of time from work than the rheumatic 
diseases. These become an increasing problem 
as the number of people in the older age 
groups increase. It is true that the rheumatic 
seldom dies of his disease and his disease is 
not a dramatic one. However, I believe that 
these people are entitled to all the help that 
the medical profession can give them. 

In studies throughout the United States, it 
has been found that a large percentage of 
these are not under treatment, largely because 
of the indifference of the medical profession. 
This also has driven a large number to pseudo- 
medical men. 

In the next year, the Arthritis and Rheuma- 
tism Foundation will begin its work in South 
Carolina. And we would like to increase the 
interest in the American Rheumatism Associa- 
tion. We earnestly solicit your interest, help, 
and encouragement. 

E. Walter Masters, M. D. 


THE NO-FREE-CHOICE-OF-PHYSICIAN 
CONTRACT 

The writer has recently had the pleasure of 

reading a paper with the above title written 

by Dr. Harry Mantz who is a specialist in 
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internal medicine practicing in Alton, Illinois, 
and also a member of the Grievance Com- 
mittee of the Illinois State Medical Society 
for the past several years. Dr. Mantz’ paper is 
abstracted and condensed herewith with his 
permission. 

Dr. Mantz states that organized medicine 
faces a deadly threat from an attack by cer- 
tain large organizations which are setting up 
their own health service plans for their em- 
ployees or members, examples of which are 
the United Mine Workers Fund, the Per- 
manente Foundation of California, and the so- 
called H. I. P. in New York. In addition, the 
United Automobile Workers under Walter 
Reuther is contemplating a similar contract 
for the UAW Health Fund. In essence, these 
contracts do not allow patients a free choice 
of physician, and there is no fee for service 
because the physicians are usually on a salary. 

Usually there are three stages leading to the 
full-blown condition described. As exemplified 
in Illinois, the United Mine Workers Fund ap- 
proximately 10 years ago seemed most anxious 
to cooperate with organized medicine. As the 
Fund's services became better organized, the 
Fund began a period of “no cooperation” with 
the Illinois State Medical Society. It increas- 
ingly restricted its panels of doctors, and the 
numbers of hospitals to which it would send 
patients, and it refused to bargain with the 
Illinois State Medical Society on the basis of 
the guides which were approved in the House 
of Delegates in May of 1957. It claimed that 
it could no longer allow free choice of physi- 
cians because of abuses of the Fund by private 
physicians. Dr. Mantz states that he has been 
on the Grievance Committee of the Illinois 
State Medical Society for the past 3 or 4 years 
and that no such case was referred to the 
committee during that period of time. The 
final stage is when the funds have organized 
their own wholly owned hospitals to be staffed 
by salaried physicians. When this situation 
has arrived, “beneficiaries” can go only to 
these hospitals and be treated by the doctors 
who work there. If they go anywhere else, 
they go at their own expense. 

Dr. Mantz points out that this system of 
course does away with free choice of physi- 





cian. Moreover, the family doctor has been 
completely eliminated from this type of prac- 
tice. This is entirely contrary to the principles 
of medical ethics of the American Medical 
Association. It is therefore of the utmost im- 
portance that the unethical nature of this sys- 
tem of medical care be thoroughly explained 
to each individual member of the medical 
profession. Ethical concepts held by medical 
associations or other associations are of no 
value unless they can be enforced. Therefore, 
the American Medical Association and its con- 
stituent bodies must conduct an extensive 
campaign of education for their members ex- 
plaining the evils of such systems of medical 
practice, and that those who cooperate in such 
plans are guilty of unethical practice. If all the 
forces of moral suasion and social influence 
do not suffice to deter physicians from partici- 
pating in such schemes, the medical associa- 
tions will have to consider legal methods. Ob- 
viously this calls for the best legal advice 
available. It might be that the recent action of 
the United Mine Workers Fund in condem- 
ing the general practitioners and not allowing 
the fund recipients to employ their services is 
a slanderous action, and it might be that medi- 
cal societies could institute legal action on this 
basis. At any rate, this is a problem which 
must be faced by organized medicine, and if 
organized medicine submits to these various 
systems, the private practice of medicine on a 
fee for service basis is doomed. When the 
medical profession is controlled economically, 
it is then wide open for socialization, and the 
socialization of the practice of medicine will 
probably be the final step to socialization of 
our country. 

Dr. Mantz does not mention the stand which 
has been taken by the Association of American 
Physicians and Surgeons in this connection. 
The AAPS for years has contended that the 
only way to meet such threats is for each in- 
dividual physician to refuse to participate. 
There is nothing illegal in refusing to indulge 
in a practice which an individual considers 
immoral. Indeed, to engage in activities which 
a person considers immoral is itself immoral. 
Once again we come up against what can be 
the weakest link or the strongest link in the 
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chain—the moral integrity of the individual 
practicing physician. 
Thomas Parker 


A VETERAN'S 
HOSPITALS 








Zanes 


Hesse in the St. Louis Globe-Democrat 


Los Angeles, California, March 28. The operators 
of eleven drive-in restaurants were permanently re- 
strained by the U. S. District Court from selling sub- 
stitute products when patrons ordered Coca-Cola or 
Coke. 

It seems to us that the Court might have 
gone a step farther and restrained everybody 
from filling their stomachs with any such 
bellywash, small, regular, or kingsize. 


THERE IS SOMETHING YOU CAN DO 
ABOUT MENTAL HEALTH 
By William C. Menninger, M. D. 

Mental illness presents a tragic contradiction. No 
group of illnesses has a potentially higher rate of re- 
covery. Most mental illness can be cured. 

In spite of this proved fact, however, mental illness 
continues to be the nation’s number one health prob- 
lem—the neglected hinterland, the great blind spot of 
all health problems confronting our nation today. 

Nearly half of all hospital beds in America are re- 
quired for mental illness. Personality disorders were 
the largest single cause of manpower loss during the 
recent war. They were the reason for more than fifty 
percent of all the discharges from all military services. 

The other aspects of the problem, namely, the 
shortage of trained personnel and facilities, is equally 


May, 1958 








serious. There are less than half the psychiatrists, one- 
fourth the psychologists, one-third the social workers, 
and one-fifth the nurses needed to meet the current 
demands of hospitals, clinics and other organizations 
desiring their services. The amount of money invested 
in research in the field of mental health is propor- 
tionately the smallest expended in any medical 
specialty. The need for treatment facilities, including 
both hospitals and clinics, is probably more acute 
than in any other medical specialty. Inadequate as it 
is, the treatment and care of the mentally sick patients 
represents the greatest dollar cost of any type of ill- 
ness—approximately forty percent of all expenditures 
by the states for health and hospitals is made for the 
maintenance of patients in state mental hospitals. 
The whole problem is complicated by lack of public 
understanding. There is no field of medicine about 
which there are more misconceptions, misinformation, 
and downright ignorance. ... . 

There are many things you can do about mental 
health in your community if you will. This means, 
however, that you have to be sufficiently mature to 
give yourself in time, energy and money. You will 
have to assume some social responsibilities in order 
that you, your family and your neighbors can have a 
richer life. If we are going to make any real changes 
in the status of mental health many of us will have to 
be more psychologically mature and more _social- 
minded. If you wish to do something about mental 
health, you can go to work immediately in your own 
community. Align yourself with others who are inter- 
ested in working for better mental health. There are 
mental health associations affiliated with the National 
Association for Mental Health in hundreds of com- 
munities across the country. 

Join the mental health association in your com- 
munity. Volunteer your help. All kinds of help is 
needed—hospital volunteers, professional assistance 
and guidance, technical help, speakers, organizers, 
campaigners, and, of course, financial contributions. 

What could your association do? No community in 
the United States today fulfills all the requirements for 
good mental health; most of them fulfill very few. 
What about your community? Apply the following 
questions and see for yourself: 

First, take a look at the medical facilities. Is there 
provision for adequate psychiatric out-patient care? 
Is there adequate local hospitalization for emergency 
cases? Is there a child guidance clinic, opportunity for 
marriage and parental counselling, vocational guid- 
ance? 

How does your educational system meet the test? 
Is there some trained person to help the child solve 
his difficult problems in relations to his family, in re- 
lation to his school work, in relation to his playmates? 

What is the status of delinquency and crime in your 
community? How much understanding is there that 
this is usually, if not always, a problem of mental 
health? What scientific understanding of human be- 
havior is evident in your law courts, in the manage- 


179 








ment of prisoners, in the programs of the reform 
schools and in the rehabilitation efforts of the peni- 
tentiary? 

What is the recreational program in your commu- 
nity? We have more leisure time than we had before, 
and apparently this is even increasing. We can’t pos- 
sibly ignore the fact that if we provide only alleys 
and beer taverns as playgrounds, juvenile and adoles- 
cent delinquency, yes, even adult crime will increase. 

A direct and greatly needed attack on the problem 
of mental ill health would be the improvement of the 
mental hospital or hospitals in your state. Very few 
public institutions in the entire country can meet the 
minimum standards established by the American Psy- 
chiatric Association. Across the boards, our mental 
hospitals are twenty percent overcrowded with pa- 
tients and sixty to eighty percent understaffed. In the 
great majority of our states the technique of placing 
a patient in the state hospital is medieval. Only as a 
result of the pressure of public opinion will commit- 
ment laws ever be changed... . 

Certainly the world could never before have had 
more grief and unhappiness and human turmoil than 
currently exists. We—you and I—must assume some 
responsibility for reducing this turmoil. We have made 
such remarkable technological advances that we have 
become proficient in building great cities and the most 
complicated gadgets. We dare not continue letting 
our inability to get along with each other destroy our 
cities, our gadgets, ourselves. What gain to be scien- 
tific geniuses if we remain social imbeciles. The re- 
sponsibility for achieving social and emotional ma- 
turity—which in turn depends upon preventing and 
treating mental ill health—lies entirely with you and 
me. What will you do about it? 


THE FORAND BILL 
Dear Doctor: 

A bill now in Congress would place the health care 
of the aged and other OASI claimants under govern- 
ment supervision. 

The Forand bill—H. R. 


government hospital and medical care for about 13 


9467—would provide 


million social security claimants by amending the 
Social Security Act. The AFL-CIO sponsored this bill 
and has given it top legislative priority. 

The Forand bill is not in the public interest. There 
are several basic reasons why it is bad legislation for 
all Americans. These are: 

1. It would bring the aged under government con- 
trolled and supervised health care. The government 
would set and enforce standards of health care under 
bureaucratic control, limiting the choice of hospitals 
and _ physicians. 

2. It would eventually destroy private health in- 
surance and the Blue Shield-Blue Cross plans. 

3. It would introduce into the economy of the 
country, on a permanent basis, wage, fee and price 
fixing by government fiat. 

4. It is national compulsory health insurance for a 


segment of our population. Once established, this con- 
cept would be extended to all social security claim- 
ants. Ultimately America would have nationalized 
hospitals and medical care for everyone. 

5. It is an attempt to solve a complicated health 
problem by political means rather than through 
established medical resources. Making the aged wards 
of the government with health care handouts is not 
the proper way to solve the problem. 

6. It would mean higher taxes and less take-home 
pay for all wage earners for the benefit of a minority. 

7. It could bankrupt the entire social security pro- 
gram and jeopardize the basic retirement incomes of 
millions of Americans. 

Every physician must be prepared to oppose this 
bill vigorously and be ready to make his views known 
to the Congress should that become necessary. 

So that you may be acquainted with this ill-con- 
ceived piece of legislation, the A. M. A. has prepared 
the enclosed pamphlet. 

Meanwhile, some of the most important and _re- 
spected organizations in the health field are preparing 
a program which will lead toward solution of the 
problems of health care for the aged. Announcement 
of this constructive plan will be made soon and de- 
tails of the program will be supplied to you. 

Your active support may be needed for legislative 
activities which will be carried out by state and 
county medical societies as required by developments 
in the Congress. 

Sincerely, 
David B. Allman, M. D., President 
American Medical Association 


FORM COUNCIL FOR HEALTH 
CARE OF THE AGED 

The foundation was laid April 8 by some of the 
most important organizations in the health field to 
solve the problem of the health care of the aged. 

For this purpose the American Dental Association, 
the American Hospital Association, the American 
Medical Association, and the American Nursing Home 
Association announced the establishment of the Joint 
Council to Improve the Health Care of the Aged. 

Objectives of the council, the formation of which 
has been under consideration for some time by the 
sponsoring groups, were announced as: 

“(1) To identify and analyze the health needs of 
the aged; (2) to appraise available health resources 
for the aged; and (3) to develop programs to foster 
the best possible health care for the aged regardless 
of their economic status.” 

The Joint Council to Improve the Health Care of 
the Aged is made up of three representatives of each 
sponsoring organization. 

One of the first jobs of the council will be to de- 
termine exactly what are the health problems of the 
aged. Studies have been underway for the past sev- 
eral years by the organizations making up the council, 
but now, through joint efforts, research will be in- 
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tensified and projects for meeting the problem will be 
activated as rapidly as possible. The council will be 
the agency through which the efforts of the sponsoring 
member organizations will be coordinated to solve 
the health problems of the aged. 

The sponsoring organizations pointed out that the 
need for new programs in this field is accented by the 
fact that the life expectancy of individuals has been 
constantly increasing in recent years. In 1935 life 
expectancy in the United States was an average 60.2 
years. The most recent figure indicates the average 
life expectancy now to be 70.0 years. 

The council will have as one of its principal im- 
mediate projects the development of programs and 
facilities to be tailored to the health needs and finances 
of the aged. 

Another facet of the council’s broad-range program 
will be to work closely with health insurance groups 
in an effort to improve the coverage of the aged and 
to see that their insurance dollars go further. 

It is the belief of the Joint Council to Improve the 
Health Care of the Aged that much can be done for 
older people by the states and communities, and the 
council will endeavor to stimulate the activities at 
these levels of government. 

Special research projects are contemplated by each 
of the organizations supporting the council. This re- 
search will then be pooled and programs developed 
to meet the health needs of the aged. The ultimate 
goal is to provide adequate health care at reasonable 
costs. 


THE PHYSICIANS FORUM 

Left-wing medical organizations have also been 
busy trying to persuade physicians to seek inclusion 
in the Social Security taxing system. Now that the 
Committee for the Nation’s Health, Inc., the organiza- 
tion created and promoted by Michael M. Davis, has 
gone out of existence, The Physicians Forum, Inc., 
remains as the outstanding lobby both for the national- 
ization of medicine and the promotion of compulsory 
inclusion of physicians in Social Security. 

One might overlook The Physicians Forum as being 
only a small Socialist-Communist group of physicians 
if it had not been successful in misleading the Medi- 
cal Society of the State of New York. We may sup- 
pose that the Forum has also been effective in Con- 
necticut, Ohio, California, and elsewhere. When a 
small group which is not representative of the thinking 
of a large part of the medical profession is able to gain 
control of a State medical society, there is good reason 
to ask how they operate. 

Since The Physicians Forum has injected itself into 
a field of Federal legislation that would affect every- 
one, there should be broad interest in this particular 
lobby’s operations. ... . 

The Physicians Forum, Inc., having had little suc- 
cess during the past 18 years in its frontal efforts to 
force the nationalization of medicine, recently under- 
took a flanking movement. They put on a drive to 
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induce doctors to seek compulsory inclusion in the 
Social Security system. One would have thought that 
the reputation of The Physicians Forum and of its 
late leader, Dr. Boas, would have been sufficient to 
warn any American doctor against anything it might 
propose. 

But the medical profession in New York State was 
either asleep at the switch or else did not care if 
medicine went down the Communist drain. In any 
event, The Physicians Forum put on an effective 
campaign for compulsory inclusion of self-employed 
physicians in Social Security. They issued a 4-page 
leaflet entitled Social Security for Doctors. In large 
type on the front page appears this question: “Why 
must a Doctor pay $7,000 to $25,000 more for retire- 
ment and life insurance than a Bank President does?” 

Among the attractions held out to physicians by 
The Physicians Forum is the tremendous savings which 
a doctor will have if he obtains compulsory Social 
Security coverage. He is told that if he enters the 
taxing system at age 30, by age 65 he will pay 
$7,371 Social Security taxes and will receive for him- 
self and family benefits that would cost $14,700 if 
purchased from a private insurance company. On the 
other hand, if the doctor enters the system at age 60 
he will pay only $661.50 in taxes, but will receive 
$26,000 in benefits for himself and family, says the 
Forum. 

The Physicians Forum does not explain that a doc- 
tor has just as good a chance of paying $7,371 in 
Social Security taxes over a period of 35 years and of 
leaving only $255 toward burial expenses to his 
estate. The Forum does not spell out the fact that a 
doctor would not have any vested interest in Social 
Security. There is no Federal guarantee that he would 
receive anything. Not a single doctor in the Nation 
would have a contract for any specified amount of 
life insurance or for any annuity of a given amount. 

We should like to ask the doctors of New York if 
they would be suspicious of a slick salesman who 
tried to sell them a $26,000 annuity and insurance 
policy for $661.50? 

We should further like to ask the doctors of New 
York State (or of any other State) if they really think 
they could save anywhere from $7,329 to $25,338.50 
on insurance and annuities if they entered the Fed- 
eral Social Security system? Do they suppose that the 
Federal Government has finally evolved a fiscal per- 
petual motion machine that will give everyone some- 
thing for nothing? Are doctors gullible enough to be- 
lieve that regardless of the age at which they begin 
paying taxes, be it 30 or 60, they will pocket thousands 
and thousands of dollars? Does it occur to any New 
York doctors to wonder how this miracle is performed? 

We do not mean to imply that New York doctors 
are the only persons who have listened to glib sales- 
men for the Social Security system. The Connecticut 
State Medical Society also petitioned the American 
Medical Association to retreat from its long-time stand 
against compulsory inclusion of physicians in Social 
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Security. 

Concluding this line of argument, The Physicians 
Forum, Inc., says: “This leaves the decision squarely 
up to you. You can get compulsory coverage if you 
want it, or you can get nothing at all. There’s pretty 
clearly no middle course.” . . . 

If you are a physician perhaps you have received 
one of these Physicians Forum leaflets. Did it make 
your mouth water? Did you have visions of retirement 
annuities and life insurance policies for next to 
nothing? Did you think that possibly you could save 
“$7,000 to $25,000”? 

If you are a physician living in New York you 
probably did have such visions because, incredible as 
it may seem, the New York State Medical Society 
actually asked the American Medical Association at 
its June meeting to rescind its opposition to com- 
pulsory Social Security for doctors of medicine. The 
State Society even used the Physicians Forum 
argument about physicians having to pay “$7,000 to 
$25,000” more for retirement and life insurance than 
other citizens do. .... 

How is it possible for a small group like The Phy- 
sicians Forum to gain so much power over a State 
medical society? We can scarcely believe that the 
majority of New York doctors subscribe to the beliefs 
of The Physicians Forum. Or do the doctors of New 
York think maybe they can have their cake and eat it 
too? Do they think that maybe they can isolate them- 
selves in one corridor of nationalized medicine's 
Alcatraz, the corridor where “free” ice cream and cake 
are given to the inmates? 

Do they think they can avoid furnishing “free” 
medical services to the other inmates in the Socialist 
prison? Do they think they can somehow obtain 
Socialism’s giveaways without in turn being com- 
pelled to make their contribution to the system? What 
is a doctor’s contribution to Socialism? Why, socialized, 
or nationalized medicine, of course. 

It is almost inconceivable that doctors would fail 
to see that The Physicians Forum connects retirement 
and insurance benefits under Social Security with 
Social Security medicine. The Physicians Forum fights 
for both parts of the Socialist program—benefits for 
doctors and services by doctors—all under one Social- 
ist-Communist program. 

Assuredly no doctor could believe that he would 
be able to pocket such benefits as might accrue to him 
under Social Security without at the same time doing 
his part under the system? They will need to demon- 
strate they are not selfishly seeking the giveaways of 
Socialism while withholding their own fair share of 
labor under the Socialist system. 


Challenge to Socialism, July 18, 1957 








NEWS 





Members of the Anderson County Medical Society 
observed their annual Ladies Night program March 





zd. 

Guest speaker for the occasion was Dr. Robert 
Lee Sanders, widely known Anderson County native 
who is now senior surgeon at Baptist Memorial Hos- 
pital, Memphis, Tenn. 

Dr. Sanders spoke on “Kitchen Table Surgery and 
Medical Progress From 1906 to 1958”. 


Dr. Kenneth Merrill Lynch, president and dean of 
the faculty of the Medical College of South Carolina, 
has received the 1957 citation and medallion for out- 
standing service in the cause of cancer control at the 
spring meeting of the South Carolina Division, Amer- 
ican Cancer Society, on April 1 in Columbia. 

The citation and medallion is the highest honor 
bestowed upon any volunteer in the American Cancer 
Society’s three-pronged program of research, educa- 
tion and service. 

The president, Mr. Ward, said, “Dr. Lynch holds 
the unique position of being able to serve the cause 
of cancer control on all three of the American Can- 
cer Society's fronts: education, service, and research. 
His contributions to all three vital phases of our work 
have been magnificent, and we are honored to have a 
man of his calibre and accomplishments among us.” 


The Frank Hilton McLeod Memorial Scientific 
Assembly was held on March 20, 1958 at Florence, 
South Carolina. 

A program was presented by local physicians. The 
principal visiting speaker was Dr. Thomas M. Rivers, 
Medical Director of the National Foundation for In- 
fantile Paralysis New York, N. Y. who spoke on 
“What's New in the Field of Viruses and Virus Re- 
search.” 


Donald W. Anderson, M. D. has announced the 
opening of his office for the general practice of medi- 
cine at 966 McCants Drive, Mt. Pleasant, S. C. 


The Coastal Medical Society met on March 20, 
1958 at Johnson’s Fish Camp on the Edisto River. The 
scientific program was on “Coronary Disease” by Dr. 
Dale Groom, Charleston. 


The WORLD HEALTH ORGANIZATION 
(WHO) with headquarters in Geneva, Switzerland, 
now groups 88 countries with the aim of protecting 
the health of all peoples. WHO works with national 
health services to prevent infectious disease (malaria, 
tuberculosis, syphilis, etc.), and to train health 
workers. It gives technical assistance to improve sani- 
tary conditions in over 100 countries, warns of out- 
breaks of epidemic disease, co-ordinates research, and 
recommends international standards for drugs and 
vaccines. 

Dr. M. G. CANDAU is Director-General, in charge 
of a staff (including field staff) of about 1000 pro- 
fessionals of 54 nationalities. WHO’s budget, con- 
tributed by Member States, is $13,500,000 for 1958. 
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WHO celebrates its 10th Anniversary this year at 4 
Special Session of its governing body, the World 
Health Assembly, to be held in Minneapolis, beginning 
26 May. 


COLLEGE GETS MEDICAL GRANT 
OF $34,825 

The National Fund for Medical Education has 
awarded a grant of $34,825 to the Medical College of 
South Carolina. 

The local grant is part of $3,178,825 awarded to 
this country’s 82 medical schools. 

The unrestricted grants are used chiefly to retain 
valuable faculty members, fill vacancies and institute 
new courses. 

The Medical College received $15,000 plus $65 for 
each undergraduate student. There are 305 under- 
graduates enrolled. 

Since the National Fund began making such grants 
in 1951, $15,843,766 has been disbursed. 

The fund was formed in 1949 under the leadership 
of President Dwight D. Eisenhower; former President 
Herbert Hoover, now chairman of the fund’s board of 
trustees; and Dr .James G. Conant, former president 
of Harvard University and a former U. S. ambassador 
to West Germany. 


SOUTH CAROLINA PHARMACEUTICAL 
FOUNDATION, INC. 

The South Carolina Pharmaceutical Foundation was 
established recently by the South Carolina Phar- 
maceutical Association. It is incorporated as a non- 
profit Foundation. 

The objects of the South Carolina Pharmaceutical 
Foundation are the advancement and promotion of 
the profession of pharmacy, encouraging the study of 
and research in the pharmaceutical sciences, coopera- 
tion with agencies charged with enforcement of laws 
and regulations relating to pharmacy, stimulating 
interest in activities which will advance pharmacy and 
the health professions. 

The ten trustees of this Foundation, elected by the 
South Carolina Pharmaceutical Association, represent 
retail pharmacy, wholesale pharmacy, manufacturing 
pharmacy, educators, and hospital pharmacy. The 
current officers and trustees are: 


Eas J. Hampton Hoch, Charleston 
Vice-President ___-_- James M. Plaxco, Jr., Columbia 
Secsetary ........ James M. Smith, Jr., Spartanburg 
(0 LS ee oe Elliott P. Botzis, Charleston 


John F. Riley, Columbia; John M. Clark, Orangeburg; 
Ross Langdon, Columbia; George Gentry, Starr; 
Theo M. Holman, Isle of Palms; Donald James, 
Orangeburg. 


PHYSICIANS AGAINST POLIO 
Fourth shots are not considered necessary at this 
time. This was the concensus of Surgeon General Bur- 
ney’s polio advisory committee in Washington, March 
21. Representatives of the AMA, the American Acad- 
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emiy of. Pediatrics, the National Foundation for In- 
fantile Paralysis, public health departments and others 
agreed that the present three dose schedule. provides 
ample protection for the time being. Individual physi- 
cians may decide to issue fourth shots when local out- 
breaks occur or when a patient is traveling to a place 
where polio incidence is high. In such cases, the 
fourth shot need not be given sooner than a year after 
the third shot. The decision to administer an an- 
ditional shot, the committee felt, should be made by 
the individual physician. 

Last year, many medical societies found that group 
inoculations—as one phase of local programs—helped 
immunize whole communities quickly, efficiently and 
thoroughly. By using this technique many societies 
finished up the job in a matter of days. Group clinics 
in almost every case boosted private office inoculations, 
earned excellent cooperation from volunteer agencies 
and quickly put the local polio situation in the realm 
of routine vaccinations. For those societies planning 
clinics for the pre-polio season, a handbook showing 
how some societies set up group programs is avail- 
able. 

Public emotion has run high on the polio inocula- 
tion problem, irritating some doctors to the point of 
exasperation. In spite of this feeling, the medical 
profession has assumed the leadership in the great 
majority of inoculation campaigns across the country. 
Many doctors write that they are enthusiastically 
backing up the polio drive. Let’s keep in mind one 
thing: as long as it is in our power to protect our pa- 
tients from a disease—in this case polio—it is our 
duty to see that they get that protection. There are 
currently 48.5 million Americans who still need to 
start their Salk series. 

Julian P. Price, M. D. 
Chairman, AMA Committee 
on Poliomyelitis 


MINUTES 
EXECUTIVE COMMITTEE OF THE 
STATE BOARD OF HEALTH 
FEBRUARY 1958 

Dr. R. W. Ball, Director of the Crippled Children’s 
Division, presented recommendations of the Crippled 
Children’s Technical Advisory Committee, which were 
acted upon as follows: 

It was moved by Dr. King, seconded by Dr. Smith, 
that dental fees be made commensurate with other 
surgery. Passed. 

It was moved by Dr. Busbee, seconded by Dr. 
Camp, that burn cases not be accepted on the crippled 
children’s program until the burns are healed 
(grafted ). The orthopedist involved should review the 
case and pass on acceptability. Passed. 

It was moved by Dr. Owens, seconded by Dr. 
Smith, that the following recommendation of the 
Crippled Children’s Technical Advisory Committee 
be disapproved: “With the knowledge that there is a 
terrific backlog of cases in dire need of surgéry’and 
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hospitalization, it is the sense of the Technical Ad- 
visory Committee of the Crippled Children’s Division, 
that the funds now being utilized to operate the sum- 
mer camps be transferred to essential surgery and 
hospitalization services. The use of funds in this man- 
ner is believed to be in the best interest of the 
crippled children’s program and the tax payer. It is 
recommended that the Legislature be requested to 
transfer these funds.” Passed, to disapprove this 
recommendation. 

Dr. McDaniel presented a proposed program for 
long term illness and problems of the aging. It was 
moved by Dr. Smith, seconded by Dr. King, that a 
demonstration home nursing program, as recom- 
mended in Dr. McDaniel’s proposal, be set up. Passed. 

Dr. McDaniel acquainted the Committee with the 
Staphylococcus infection prevalent in hospitals, and 
gave recommendations for control. 

It was moved by Dr. Hanckel, seconded by Dr. 
Camp, that a bill to regulate the cleaning of septic 
tanks, brought to the attention of the Committee and 
discussed at this point, be approved. Passed. 

The matter of tourist court regulations was pre- 
sented. On motion of Dr. King, seconded by Dr. 
Camp, the recommended regulations were approved 
by the Committee, provided the Attorney General 
feels such regulations are necessary. Passed. 


NEW SERVICE TO MEDICAL 
COMMUNICATIONS DEVELOPED 


An extraordinary new service has been developed 
for both medical communications and medical educa- 
tion. 

For the first time, the most outstanding scientific ex- 
hibits at major annual medical conventions are being 
preserved. This is being done on film strip, using the 
latest audio-visual technics. 

Every medical college, teaching hospital and 
county medical society is being offered the opportunity 
to start building its own “library” of filmstrips. 

In preliminary showings to physicians, the “Exhibits- 
On-Film” have been called “better than being there”. 
(When the outstanding scientific exhibits are put on 
filmstrips, in full color, with sound, considerable data 
is added; and the exhibiting physicians answer many 
of the questions asked by physicians who have seen 
the exhibits at the particular conventions. One of the 
first in the new library includes recordings of heart 
sounds associated with various abnormalities. ) 

Contact Executive Secretaries 

Individual physicians who wish to see the first film- 
strips are asked to contact the executive secretaries 
of their county medical societies. Hospital personnel 
are asked to contact their superiors, who may check 
either with the nearest college library or county medi- 
cal society. 

Complete Libraries will be made available on a con- 
tinuous and permanent basis to any medical college 
and county, state or regional medical society which 
requests this service, from Helen Martin, Executive 





Secretary, “Exhibits-On-Film”, Lakeside Laboratories, 
Inc., 1707 E. North, Milwaukee 1, Wisconsin. 

This “permanent contribution” to medical com- 
munications is free. 


SMALLPOX BROUGHT INTO 18 COUNTRIES 
BY INTERNATIONAL TRAVELERS 

No less than 18 countries were infected with small- 
pox by international travelers last year, and as a 
result eight of them suffered epidemics of this 
quarantinable disease, according to the World Health 
Organization Committee on International Quarantine. 

At a recent meeting in Geneva, the Committee 
warned against any relaxation of vaccination measures 
against smallpox and called for the use of potent 
vaccines as well as correct vaccination procedures. 
Moreover, the Committee stressed the need for medi- 
cal and other personnel who come in contact with 
travelers to maintain a high level of immunity 
against smallpox by repeated vaccination. In the 
course of these epidemics, some doctors treating 
tourists caught the infection and died. 

The WHO experts also drew attention to the ad- 
vantages of dried smallpox vaccine for mass 
campaigns. Dried vaccine is easily transportable, re- 
mains effective without refrigeration and does not 
spoil, even in the tropics. 


ANNOUNCEMENTS 








MOUNTAINTOP MEDICAL ASSEMBLY 
WAYNESVILLE, N. C. 
JUNE 19, 20, 21, 1958 
THURSDAY, JUNE 19TH 

9:30 A.M.—Dr. Willis Hurst, Emory University, 
Atlanta—“Cardiology - Diagnostic Points, Part 1.” 

10:15 A. M.—Dr. Joseph H. Patterson, Emory Univer- 
sity, Atlanta—“Renal Diseases and Disorders in 
Children.” 

11:00 A. M.—Intermission 

11:15 A. M.—Colonel James B. Harteering, Walter 
Reed Army Medical Center, Washington—“The 
World Wide Fall-Out of Nuclear Fission Prod- 
ucts.” 

12:00-12:30—Question and Answer Period. 

2:30 P. M.—Dr. Edward Compere, Northwestern 
University, Chicago—“Whiplash Injuries of the 
Neck.” 

3:15 P. M.—Dr. Robert Dickey, Foss Clinic, Dan- 

ville, Pennsylvania—“Common Dermatoses Seen in 
Office Practice.” 

4:00 P. M.—Intermission. 

4:15 P. M.—Dr. Joseph H. Patterson—“Chest Dis- 
eases in Childhood.” 

5:00—5:30—Question and Answer Period. 

EVENING SESSION 

8:00-9:30 P. M.—Audiovisual Program: Films: Sub- 
jects to be announced at morning and afternoon 
session. 
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FRIDAY, JUNE 20TH 

9:00 A.M.—Dr. Edward Compere—“Upper Ex- 
tremity Fractures.” 

9:45 A. M.—Dr. Robert Dickey—“Dermal Manifesta- 
tions of Diabetes Mellitus.” 

10:30 A. M.—Intermission. 

10:45 A.M.—Dr. Willis Hurst—“Cardiology Diag- 
nostic Points, Part II.” 

11:30-12:00—Question and Answer. Period. 

SATURDAY, JUNE 21ST 

9:00 A. M.—Dr. George Crile, Jr., Cleveland Clinic, 
Cleveland—“Changing Concepts in the Nature 
of Cancer.” 

9:45 A. M.—Colonel James B. Harteering—“The Re- 
sponse of Man to Ionizing Radiation.” 

10:30 A. M.—Intermission. 

10:45-11:30 A. M.—Dr. George Crile, Jr.—“Cancer 
of the Thyroid and Breast.” 

(Sponsored with the help of Wyeth Laboratories, 

Philadelphia, Pennsylvania. ) 


The AMA pamphlet “Are You Fit To Drive?” has 
been distributed widely and additional copies are 
available. 

A method of sale and distribution of the pamphlets 
has been worked out. All orders for pamphlets should 
be directed to: 

Association of Casualty and Surety Companies 
60 John Street 
New York 38, New York 

The price is $4.60 per 100 copies regardless of 

quantity. 


The Commission on Education of the American 
Academy of General Practice, has approved the 
Obstetric-Pediatric Senimar 
which is held annually at 
Daytona Beach, Florida, 
for 15 hours Category I for 1958. 
The dates of the Seminar this year are September 
8, 9, 10, 1958. 


Anyone going to the 
AMA Meeting, San Francisco, 
June 23-27, 1958, 
might wish to write to: 
Moyers Travel Bureau 
34-38 Peachtree Street 
Atlanta, Georgia 
about special arrangements for the “AMA Convention 
Special.” 


NOTICE TO FORMER GRADY HOSPITAL 
HOUSE STAFF 

An organization is being formed which is to be 
composed of all former members of the House staff 
of Grady Memorial Hospital in Atlanta. Two years 
ago, letters were sent to all known former House 
Officers. However, we. know many names were not 
included because of an incomplete mailing list. If you 
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did not receive a notice or failed to reply for any 
reason please notify our office and let us know your 
name, address and when you were at Grady. Plans 
are now being made for our first Annual Meeting next 
fall. 
Address: Grady Hospital Clinical Society 
Office: G-610 
80 Butler Street, S. E. 
Atlanta, Georgia 


GOLF TOURNAMENT 

The American Medical Golfing Association is hold- 
ing its annual golf tournament in conjunction with 
the A. M. A. Convention June 23, 1958 at the beauti- 
ful Olympic Lakeside Golf and Country Club, San 
Francisco, California. This will be a whole day of 
rest and relaxation with golf, luncheon, banquet, and 
a prize for everyone. We have left no stone unturned 
to assure you the very best. Tee off time 8 A. M. to 
2 P. M. We cordially invite all golfing doctors to 
attend. Handicaps scratch to 30 in flights. 

For information, contact James J. Leary, M. D. 
Secretary, 450 Sutter Street, San Francisco, Cali- 
fornia. 


UNIVERSITY OF MICHIGAN 
SCHOOL OF PUBLIC HEALTH 
Ann Arbor, Michigan 

The Maternal and Child Health Fellowships are 
again being made available to us by the Children’s 
Bureau. 

These fellowships are intended for physicians, 
nurses, nutritionists, and social workers who wish to 
prepare themselves for administrative or consultative 
posts in the broad field of maternal and child health. 
They are designed to cover all tuition and academic 
expenses and to provide a reasonable living allowance 
during residence at the University and during the 
period of assigned field work. 

We will be happy to furnish any candidates with 
any additional details which they might like to have. 


SCHOOL OF PUBLIC HEALTH 
UNIVERSITY OF NORTH CAROLINA 
DEPARTMENT OF MATERNAL AND CHILD 
HEALTH 
ANNOUNCEMENT OF FELLOWSHIP 
IN MATERNAL AND CHILD HEALTH 

The Department of Maternal and Child Health of 
the School of Public Health of the University of 
North Carolina wishes to announce again the avail- 
ability of a fellowship in maternal and child health 
for the academic year commencing in September 
1958. This fellowship is available to a physician en- 
rolling in the School of Public Health, and under- 
taking a program of study leading to the degree of 
Master of Public Health with specialization in mater- 
nal and child health. Candidates should have had 
specialized ‘training in pediatrics or obstetrics and be 
graduates of an approved School of Medicine. At 
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least two years of actual experience in a_ public 
health program dealing with some phase of maternal 
or child health may be acceptable in lieu of formal 
pediatric or obstetric training. 

This scholarship fund, in the amount of five 
thousand dollars ($5,000), is made available to the 
School of Public Health through the cooperation of 
the North Carolina Board of Health and the Chil- 
dren’s Bureau of the Department of Health, Educa- 
tion, and Welfare. Physicians interested in this fellow- 
ship should apply to the Chairman, The Admissions 
Committee, School of Public Health, University of 
North Carolina, Chapel Hill, North Carolina, as early 
as possible. The award is usually made about July 
first. 





PERSONALITIES 





WESTMINSTER DOCTOR LOOKS BACK 

Dr. W. A. Strickland, Westminster’s oldest doctor, 
can look back on 1957 with fondest memories. It was 
in this year that he celebrated the 50th anniversary of 
his marriage and also rounded out 50 years of service 
as a practicing physician. 

“I have no idea of retiring,” said the pleasant man- 
nered, soft spoken doctor. “I shall continue in active 
work as long as I’m worth anything to my family and 
my community.” 

Dr. Strickland is keenly interested in community 
affairs. He has served as a member of Town Council 
for six years, though he did not offer for reelection 
in the recent election, and he served as a member of 
the Public Service Commission for 16 years. He is a 
deacon and trustee of Westminster Baptist Church; 
was for a number of years a member of the local 
school board, and also served on the County board of 
education for several years. 

Those were the “horse and buggy days” for sure. 
Dr. Strickland well remembers bouncing over the 
rough, red roads of mountain communities on his way 
to patients. He was the proud owner of the second 
automobile actually used in town. Many of the names 
of cars he literally wore out are remembered by few 
today: “Baby Maxwell,” the Overland, the Elcar and 
the Dixie Flyer. 

Not only was transportation primitive. Dr. Strick- 
land recalls that, in the early years of his half century 
of practice, doctors sometimes performed operations 
in the homes of patients. 

In the course of his practice, Dr. Strickland has at- 
tended some 3,000 deliveries and performed uncounted 
tonsillectomies. He is the only doctor in the county 
who has had special training in diseases of eye, ear, 
nose and throat. 


BLACKVILLE DOCTOR RAISES CAMELLIAS 

Camellia bushes as thick as cotton plants in a field 
is’ a>pretty good way of: describing Dr. O. D. Ham- 
mond’s backyard hobby. 





He has over 2,000 seedlings, and about 300 varieties 
of camellias planted in back of his house. 

His wife says that she is not going to give him more 
space in which to plant. “He has just about taken all 
of the yard now.” 

Actually it was Mrs. Hammond who first got inter- 
ested in growing the beautiful plant about 18 years 
ago. Dr. Hammond, a comparatively newcomer to the 
hobby that some people spend a lifetime on, has only 
been interested in growing camellias since 1950. 

But the doctor, who has been practicing medicine 
in this community for over 50 years now, said he has 
always taken his hobbies seriously and gone into them 
in a big way. “Fishing for example, which I did 
pretty regularly until 1950: I like to have ruined my 
practice fishing. They used to have to come to the 
river bank to get me to deliver a baby.” 

In their yard the Hammonds have about 700 bloom- 
ing-size camellias. 

When Dr. Hammond planted his first camellia 
bushes he bought 103 plants. That was in 1950. 
“Ninety-seven were killed.” Since then his luck has all 
been good with the plants. 

Mrs. Hammond said her husband knows what he is 
doing with the plants because “he works and studies 
them all the time.” 

The doctor, who has delivered triplets once, two 
sets of twins in one night at another time, five babies 
in one night plenty of times and close to 7,000 babies 
in all, said he has only one philosophy with anything 
he does “Just hard work. Take fishing, there’s nothing 
harder than fishing if you do it right.” 

Charleston News and Courier 


DR. L. L. RICHARDSON 


Folks in this lower Greenville County town — its 
limits extend one mile in any direction — don’t believe 
there is such a thing as “too much.” And because they 
do believe it, Dr. L. L. Richardson has been re-elected 
mayor and began his 42nd year in that capacity Janu- 
ary 1, 1958. 

Every two years this town of Simpsonville of some 
2,000 residents has voted and every time Dr. Richard- 
son has been the man mostly without opposition. Folks 
hereabouts say they just know a good thing when they 
see it. 

But mind you, this “country doctor” isn’t the kind 
who has spent his entire life in small town politics. He 
was 49 years old before he decided to get into the 
political swim. 

Lawrence Lafeyette Richardson, M. D., Mayor, and 
an All-Around-Grand-Old-Fellow, was 90 years old 
back in July. He was born two years after the War 
Between the States and has been practicing medicine 
for 64 years “If I make it until March 6 of next year,” 
he says. 

“Doc” has been the only mayor to ever hold office 
in Simpsonville. His actions speak enough for citizens 
to realize they don’t need another man. 
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CHESNEE’S DR. SAM REID NAMED 
PHYSICIAN OF ’57 
Dr. Sam D. Reid of Chesnee, “proudly, a plain 
country doctor,” treasured the highest tribute his fel- 
low physicians can pay him. 

Spartanburg County Medical Society announced 
him as Doctor of the Year at its annual Christmas 
dinner and dance in Memorial Auditorium in De- 
cember. 

Making the presentation was Dr. J. C. Josey of 
Spartanburg, retiring Doctor of the Year and new 
president of the Society. 

The trophy and tribute, accolading Dr. Reid as 
outstanding physician in the affection and esteem of 
hundreds of doctors and surgeons, found him “sur- 
prised” and “deeply and humbly grateful.” 

Sharing the spotlight with the modest general prac- 
titioner were his wife and several members of his 
family. 

Dr. Reid was born in Gowansville section of upper 
Spartanburg County, the son of the late W. J. and 
Lula Noe Reid. 

He was farm reared, “raised up out in the country” 
as he put it during a post-award interview. 

His formal education began at North Greenville 
Academy on the Tyger River, “that was high school,” 
he said. He received his B. S. degree from Furman 
University in 1922 and his Doctor of Medicine degree 
from the Medical College of South Carolina in 1926, 
interned at Mary Black Hospital and hung up his 
shingle for general practice at Chesnee in the fall of 
1927. 

His long service has been performed in rural and 
mill communities, including remote sections and 
humble homes and thousands of day and night trips 
over rough roads, “wherever people needed me.” 

He has delivered some 6,000 babies and is well into 
his second generation of patients “tended to.” 

Dr. Reid is new vice president of the Society. Other 
officers, in addition to him and Dr. Josey, are Dr. 
J. E. Raybourne, secretary, and Dr. Porter Crawford, 
treasurer. All were recently elected. 

Dr. A. S. (Bill) Pearson of Woodruff is retiring 
president. 





Fourteen percent of all A. M. A. physician mem- 
bers in the U. S. have had a medical professional 
liability claim or suit brought against them. The 
highest percentage is in California with 1 out of 4 
and the lowest is in South Carolina with less than 1 
out of every 33. 

Approximately 18,500 living physicians in the 
United States have had a claim or suit brought against 
them at some time. However, 40% of these claims 
and suits have been dropped or decided in favor of 
the physician. 





NEONATAL LAMENT 
( Apologies to Lord Tennyson, especially ) 
Comrades, leave me, here, a little 
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While as yet tis early morn 
In my neonatal wakings 
Must I be so rudely shorn? 


Must I lose my virgin foreskin, 
To the surgeon’s eager knife? 

Must I have a smegma-phobia, 
Spreading cancer all my life? 


More I fear the strong ammonia 
Burning deep my tender glans 

Or instead the thick adhesion 
Made by obstetrician’s hands. 


But my foreskin, short or longer, 
Irks the keen obstetric glance. 

Off must it come without a thought 
Of battered glans within my pants. 


Are my shrieks psychosomatic? 
Can I spare the flowing gore? 
Take, oh take your fee, my doctor 
But leave my foreskin evermore. 

J. I. Ww. 





THE DUEL BETWEEN DR. HALEY AND 
DELANCY 

The political discussions were revived with much 
warmth and irritation, in consequence of the non- 
importation and non-consumption restrictions, and 
continued exactions that were opposed by the 
colonists, but could not be resisted. In 1771, on the 
16th of August, an altercation arose, at a genteel 
house of entertainment in St. Michael’s alley, between 
Dr. John Haley and Delancy, an elegant, accomplished 
royalist, of New York, a brother of Mrs. Ralph Izard. 
Delancy being irritated, probably from being foiled 
in argument, insulted Dr. Haley, by giving him the 
“lie”. Haley immediately challenged Delancy to fight 
with pistols at that house, and proposed that they 
should go together to an upper room, alone, and with- 
out seconds. Delancy accepted the challenge, and the 
proposed arrangement. He took one of the pistols 
offered to him by Haley; they fought across a table, 
fired at the same moment, and Delancy was killed. 

Dr. Haley was an Irishman by birth, an eminent 
practitioner of medicine in Charleston. He warmly 
espoused the popular cause in opposition to royalty, 
and, as a man of education and influence, was much 
encouraged by the leaders of the incipient revolution. 
Delancy being a very distinguished man among the 
royalists, much irritation was exhibited among them, 
at his death, and the cirmumstances attending it. The 
whigs, on the other hand, defended Dr. Haley, and 
concealed him until his trial came on. During this con- 
cealment, being secluded from society, and deprived 
of his usual occupations of mind and body, he be- 
came melancholy, and this depression was increased 
by an accidental occurrence that took place while he 
was in this seclusion. In passing, after dark, across the 
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enclosure where he stayed in the country, a clothes- 
line, which had been left extended and unseen, sud- 
denly caught him by the throat, and stopped his 
course. He considered this to be ominous of his fate, 
and the impression could not be dispelled by the 
reasoning or the jokes of his friends. He may have 
imbibed superstitious fears from nursery tales in his 
youth, which sometimes, even in manhood, embitter 
the feelings. The firmest minds have their moments of 
weakness, and, in his situation, such depression might 
be expected. Dr. Haley knew that, having fought 
without witnesses and killed his opponent, the laws of 
his country and the usages of courts considered him 
a murderer, and that he must be tried for his life. 
His cause, however, had been taken up as a party 
dispute. Thomas Heyward, the Pinckneys and the 
Rutledges defended him in his trial. They proved that 
Delancy was the aggressor; that he not only accepted 
the challenge, but the terms also; that he took Haley’s 
offered pistol, and voluntarily followed him up stairs 
into a private room, as had been proposed; that he 
fired with intent to kill Haley with his own pistol, for 
the two balls with which it was loaded were taken out 
of the wall just back of his adversary, one on each side 
of where he stood. Haley was acquitted, and his 
acquittal was considered a great triumph by the 
whigs and popular party, situated as they were under 
the royal government. It was also considered by the 
royalists a proportionate source of chagrin. 
—Johnson’s Traditions of the American Revolution 


Medical Ensigns Aboard Ship 

“The Medical Ensign Program is now in its seven- 
teenth year of operation. We, the Medical Ensigns, 
belong to the inactive reserve; we receive pay when 
on active duty during the summer, and during our 
senior year if we are enrolled in the Navy's Senior 
Medical Student Program. As a rule we were not 
members of an ROTC during our undergraduate train- 
ing. From the student’s point of view the reasons for 
joining the Navy Program are to prevent coasting 
along until called up by the selective service, to in- 
sure future service with the Navy (preferred over the 
Army and Air Force), and to begin a possible naval 
career at an early age. 





If you're wondering why you've never seen us 
around before, it is because prior to this summer of 
57 a medical student who was interested in the Navy 
was offered only shore billets at a limited number of 
naval research installations and naval hospitals. Taking 
the long view, naval planners found this to be in- 
adequate. A doctor who enters the Navy today 
scrambles from a hectic internship headlong into a 
year of sea duty for which he is unprepared, knowing 
nothing of the ships or the men on them. This sum- 
mer 50 Medical Ensigns were authorized as a test 
group to go to sea to gain knowledge of the seagoing 
Navy. 

We have the opportunity to familiarize ourselves 
with the medical problems and facilities afloat of the 
modern Navy, to absorb as much as we can of all 
phases of the seagoing Navy with the purpose of 
creating a better understanding of how we particular- 
ly fit into the scheme of things, and of developing an 
appreciation for the work of the Navy personnel afloat 
so that we may better understand and treat them in 
naval hospitals and to enjoy a memorable Midship- 
man Cruise. 

Besides our duties in the Medical Department we 
are being introduced to all the departments on this 
man-of-war by means of lectures, on the spot observa- 
tions, and limited participation in activities such as 
taking the helm of the Forrest-Royal, we’ve toured 
all supply’s spaces, perused their records, and noted 
its particular function under medica] scrutiny. We've 
ridden in the 5 inch mounts during firing practice, 
participating in Captain’s inspection, saw the grandeur 
that was Rio and the Shore Patrol; lunched and 
laughed with Admiral McManes; experienced mal de 
mer and esprit de corps, simultaneously aboard “Tin 
cans”; been picked up by the sling of the whirlybird; 
met with the Captain, Exec, and heads of depart- 
ments to listen to their sea stories as well as their 
sincere feelings concerning duty, their careers, and 
their Navy lives. All in all, we are enjoying the mani- 
fold experiences which constitute our indoctrination 
from epsom salts to Navy salts.” (Ensign Kenneth C. 
Morley, Jr., 1995 (Medical) USNR: “The Postrider” 
—USS NORTHAMPTON) 

Medical News Letter, Nov. 22, 1957 





WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. B. J. Workman, Woodruff 


Bulletin Editor: Mrs. Leon Banov, Jr., Charleston 





A cordial invitation is extended to all members of 
the Woman’s Auxiliary to the A. M. A., their guests 
and guests of physicians attending the A. M. A. con- 
vention to participate in all social functions and at- 
tend the general meeting of the Auxiliary. 

This 35th annual convention of the Woman’s Auxil- 
iary is being held concurrently with the A. M. A. 


meetings June 23-27 in San Francisco. Headquarters 
will be at the Fairmont Hotel and tickets for the 
various social events will be available at the registra- 
tion desk. There will be a hospitality room (the 
Green and Empire Rooms) on the first floor. 

Mrs. Paul C. Craig, president of the National Auxil- 
iary will preside at most of the sessions and Mrs. E. 
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CONFIRMED THERAPEUTIC UTILITY 





Pro-Banthine® “proved almost invariably 
effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 
inhibiting gastrointestinal motility.”* 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”’* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


of Pro-Banthine in the treatment of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 





*Lichstein, J.; Morehouse, M.G., and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 








Arthur Underwood, president-elect will succeed her 
in office. Both officers will be honored guests at a tea 
and fashion show scheduled for Monday, June 23 at 
3:30 at the Mark Hopkins Hotel. 

Among the convention highlights will be addresses 
by Dr. Gunnar Gundersen, president of the A. M. A. 
and Dr. David B. Allman, immediate past president. 
Their talks are scheduled to be given at luncheon on 
Wednesday. 

The Woman’s Auxiliary to the American Medical 
Association has encouraged automobile safety, the 
nurse recruitment program and increased contribu- 
tions to A. M. E. F. this year. At the convention, the 
Woman’s Auxiliary to the S. C. Medical Association’s 
report will be given, pointing out the progress made 
with this program. Last year, Auxiliary members in 
S. C. collected more than $2300 in the interest of 
A. M. E. F. 

Mrs. B. J. Workman of Woodruff, S. C. has been 
president of the State Auxiliary, Mrs. George Orvin of 
Charleston, president-elect. 

Special features at the A. M. A..meeting will be the 

PREMIERE RECRUITMENT FILM (title to be 

announced ) Paramedical careers film made under 

the direction of the American Medical Association 
and the American Hospital Association, with the 
cooperation of Squibb and Company. 

Introduction, Dr. Gunnar Gundersen, President, 

American Medical Association and a Tour of 

San Francisco homes. 

Outstanding homes with beautiful views of San 

Francisco Bay have been chosen for this House 

Tour. Gray Line buses (included in ticket charge ) 

will leave from Union Square and Hotel Fairmont. 

Tickets available at Auxiliary Headquarters and 

A. M. A. registration booth. 








BOOK REVIEWS 








CURRENT THERAPY 1958—by numerous con- 
tributors. Edited by H. F. Conn, M. D. W. B. Saun- 
ders, Phila—1958. Price $12.00. 

The rapid changes in medical knowledge and in 
the techniques of treatment require frequent summary 
consideration. This is accomplished well by the pub- 
lication of Current Therapy, a most useful volume 
which has appeared annually since 1949. Its 827 
pages cover treatment only. The articles are brief and 
to the point. Format and index are good. 

This might well be a standard desk reference book 
for every practitioner. 

J. 1. W. 


PROGRESS IN PSYCHOTHERAPY (Volume II. 
Anxiety and Therapy) Edited by Jules H. Masserman, 
M. D. and J. L. Moreno, M. D. Grune & Stratton, New 
York, 1957—Price $7.50. 

This second volume on psychotherapy, like the 


first, is a collection of specially written articles by 
not too many authors. It deals with the two important 
features of psychotherapy—anxiety in the patient and 
the cultural setting in which the patient lives. Stated 
this way the book implies, by dealing mainly in these 
two areas, that all psychotherapy must include a 
psychological study of an individual’s unique anxiety 
system and an anthropological study of his total social 
background. 

The first part of the book takes up the problem of 
anxiety in the patient. It is shown clearly that basic 
anxiety is a normal, value-producing experience in 
living, that it in itself is not of physiological origin 
and therefore is not the same as its physiological con- 
comitant, tension. This simple statement from the book 
on this matter typifies the whole tone, “First the goal 
of therapy is not to free the patient from anxiety. It 
is rather, to help him become free from neurotic 


anxiety and to help him meet normal anxiety con- 
structively. Normal anxiety is an inseparable part of 
growth and creativity.” 

In regard to the use of drugs and other organic aids 
it states, “The harmful effects of the general use of 
drugs for normal anxiety is obvious, for to wipe away 


the anxiety is in principle to wipe away the op- 
portunity for growth, i. e. value transformation, of 
which the anxiety is the obverse side. By the same 
token, neurotic anxiety is a symptom of the fact that 
some previous crisis has not been met.” 

The second part of the book specifically deals with 
the problem of the presence of various schools of 
psychotherapeutic thought. The main concern here is 
a trend in a few schools of thought to depart from the 
basic principle that it is for the individual patient 
(not the mass of patients) (who constitute and form 
the neurotic values of large social groups) that psycho- 
therapy exists. 

This essentially presents the main problem of all 
psychotherapy. Should we emotionally re-educate the 
individual or should we confine our effort towards 
emotionally re-educating the public. The tenor of the 
book suggests clearly that the individual approach is 
the primary process and that the social or “cultural 
approach” is an accompanying, but secondary, phase 
of all psychotherapeutic effort. 

Norton L. Williams, M. D. 


CLINICAL HEART DISEASE—by Dr. Samuel A. 
Levine, M. D., Clinical Professor of Medicine, Har- 
vard Medical School; Physician, The Peter Bent Brig- 
ham Hospital and New England Baptist Hospital. 
673 pages. Philadelphia: W. B. Saunders Company, 
Publisher, 1958. Price $9.50. 

Since the introduction of the first edition of this 
text in 1936, it has become a deservedly popular one 
for medical students and practitioners interested in 
cardiology. As in the previous editions, no attempt 
has been made to cover the field of cardiovascular 
disease completely, but neither is this a bare synopsis. 
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Rather, Dr. Levine has again presented an easily 
readable and practical series of discussions of the 
essential aspects of cardiovascular disease, the format 
remaining essentially the same as in previous editions. 

The major revisions are found in the new chapter 
on congenital heart disease by Dr. Alexander Nadas, 
a brief summary of the more important anomalies by 
an authority in the field of pediatric cardiology; and 
in the chapter on electrocardiography now written by 
Dr. Harold D. Levine. This latter section consists of 
232 pages of a well illustrated survey of the essentials 
of this field, remarkably comprehensive for a text of 
this type, and can be highly recommended. 

The remainder of the text has been brought up to 
date, though, as in previous editions, no bibliography 
or illustrations have been utilized. It will undoubtedly 
continue to be a favorite of the student and prac- 
titioner interested in a fairly fundamental, practical, 
and eminently readable approach to this subject. 

Frederick E. Nigels, M. D. 


GENERAL TECHNIQUES OF HYPNOTISM. Ist 
Ed. By Andre M. Weitzenhoffer, Ph. D. 484 pages; 
Grune and Stratton, Inc., New York. 1957. Price 
$11.50. 

The rising interest in the use of hypnotism in medi- 
cine and dentistry has led to the publication of many 
reviews of this subject in recent years. The present 
volume is a very comprehensive coverage of the origin, 
development, and presently used technique. Dr. 
Weitzenhoffer, a clinical psychologist, has written this 
book in text book style primarily for reference in 
actual courses in hypnotism. 

The subject matter is divided into three parts: (1) 
The foundations and dynamics of hypnosis; (2) 
Waking suggestions, dealing primarily with individual 
suggestibility to hypnosis, and (3) Hypnosis and 
methods of induction. Much stress is laid on actual 
transcript of the therapists induction of hypnosis in 
patients, pitfalls, and dangers inherent in the pro- 
cedure. The applicability of the procedure to medicine, 
however, is not discussed. 

The material is presented at great length and in too 
much detail for readers other than those who wish to 
make a special study of hypnosis. This book cannot 
be recommended for the practicing physician and 
would seem to have little value as a reference work. 


Charlton deSaussure, M. D. 


THE MALABSORPTION SYNDROME. lst Ed. 
Mount Sinai Hospital Monograph, David Adlersberg, 
Editor, 250 pages. Grune and Stratton, New York. 
1957. Price $5.50. 


May, 1958 


This is a collaborative effort by nineteen members 
of the staff of the Mt. Sinai Hospital on the patho- 
logical physiology, diagnosis, and treatment of non- 
tropical sprue, coeliac disease or idiopathic steator- 
rhoea, all being the same disease, and termed the 
“Malabsorption Syndrome.” 

The normal physiology of fat, protein, and carbo- 
hydrate absorption is first covered and then on the 
basis of this, the individual abnormalities noted are 
discussed both as to etiology and treatment. Diag- 
nostic techniques including x-ray, small intestinal 
biopsy, and radioactive tracer studies of fat are well 
described, and application even beyond the entity of 
the malabsorption syndrome is elucidated. The 
hematological changes produced are well covered and 
give insight into the pathogenesis of the group of 
anemias due to faulty intake of essential hemopoetic 
factors. 

The treatment is very well covered from the point 
of dietary control, drug therapy, and steroid manage- 
ment as well as the correction of the electrolyte im- 
balance. 

This monograph can be well recommended for the 
student or physician interested in gastro-intestinal dis- 
ease and is a valuable reference work for all to have 
available. 

Charlton deSaussure, M. D. 


NOISE AND YOUR EAR by Aram Glorig, M. D. 
Grune & Stratton, Inc., New York. 1958. Price: $6.50. 

Aram Glorig, Jr., M. D., Director of Research, Re- 
search Center of The Subcommittee on Noise in In- 
dustry, and a member of the Committee on Conserva- 
tion of Hearing of the American Academy of Ophthal- 
mology and Otolaryngology has given us in his mono- 
graph, “Noise and Your Ear”, a very clear and com- 
prehensive coverage of a complex and often confusing 
subject. 

The author traces the problem of noise (defined as 
“any unwanted sound”) and particularly noise in in- 
dustry as a major producer of deafness, from the 
beginning of the Industrial Era at the turn of the 
century up to the present time. He covers such mat- 
ters as the development of compensation laws for the 
benefit of the worker and the part that the physician 
plays in industrial communities. The anatomy of the 
ear, the theories of hearing, audiometry and other 
tests to determine the extent of hearing loss are pre- 
sented with a maximum of clarity and minimum of 
words. 

This monograph is especially recommended to those 
physicians who have to cope with noise in industry. 


R. W. Hanckel, M. D. 
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